An Investigation Into the Role of Social Support and Cognitions in Post-Traumatic Stress Disorder Following Childbirth. by O'Brien, Ciara.
An Investigation into the Role of Social 
Support and Cognitions in Post-Traumatic 
Stress Disorder following Childbirth 
by
Clara O’Brien
Submitted for the degree of Doctor of Psychology 
(Clinical Psychology)
Volume One
Department of Psychology 
School of Human Sciences 
University of Surrey
July 2010
© Clara Luisa O’Brien 2010
ProQuest Number: 27696227
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.
In the unlikely event that the author did not send a com plete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27696227
Published by ProQuest LLO (2019). Copyright of the Dissertation is held by the Author.
All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLO.
ProQuest LLO.
789 East Eisenhower Parkway 
P.Q. Box 1346 
Ann Arbor, Ml 48106- 1346
Acknowledgements
Acknowledgements
I would like to thank my course tutors -  Dr Susan Thorpe, Dr Mark Hayward, 
Dr Zoe Clyde, Dr Sarah Johnstone, Dr Naomi Wilson and Dr Paul Tibbies -  
for their support and guidance throughout all aspects of the training 
programme. I would also like to thank Dr Marie Thompson, Anna Bosanquet 
and all of the research participants and midwives who made my Major 
Research Project possible.
I would like to thank all of my placement supervisors for the opportunities and 
experience they have given me, and for their unquestioning belief in me 
throughout.
On a personal level, I would like to thank my husband Chaz and my son 
Michael, who have helped me keep things in perspective. I would also like to 
thank my parents and all of my friends whose support has been invaluable 
and to whom I am sincerely indebted.
statement of Copyright
No part of this portfolio may be reproduced without permission of the author, 
except for legitimate academic purposes.
© Clara Luisa O'Brien
Acknowledgements
introduction to the Portfolio
This portfolio of work was completed over a three year period as part of a 
PsychD Clinical Psychology programme. The portfolio is divided into two 
volumes of which this is volume one. The volumes contain the following:
Volume One
This contains academic, clinical and research dossiers. The academic dossier 
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a summary of two Professional and Personal Learning Development Group 
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research dossier contains a Major Research Project, Service Related 
Research Project, the abstract of a Qualitative Research Project and a 
research log.
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The second volume of the portfolio contains an academic and a clinical 
dossier. The academic dossier contains two Professional and Personal 
Learning Development Group accounts. The clinical dossier includes four 
written case reports, documentation from an oral case report presentation and 
documentation from all clinical placements undertaken as part of the training 
course.
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1. introduction
Personality Disorder describes a range of conditions that are placing an 
increasing burden upon mental health services in the UK and abroad. It is 
described in the Diagnostic and Statistical Manual of Mental Health Disorders, 
Fourth Edition (DSM-IV-TR) as an “enduring pattern of inner experience and 
behaviour that deviates markedly from the expectations of the individual’s 
culture” (American Psychiatric Association (APA), 2000, pg.686). This is quite 
a broad definition and exemplifies some of the problems regarding diagnosis 
of Personality Disorder.
In addition. Personality Disorder has acquired a reputation of being hard to 
treat, and as a result several new treatment methods have developed over 
recent years targeting Personality Disorder specifically (e.g. dialectical 
behaviour therapy. Therapeutic communities). What makes the disorder 
harder to treat is the high frequency with which it presents as co-morbid with 
other mental health problems (Moran, 2002).
This essay will look specifically at Dialectical behaviour therapy (DBT), which 
was developed in the early 1990’s to treat Borderline Personality Disorder 
(BPD). I have chosen to look at this therapy specifically because, although a 
recent development, it appears to have a strong evidence base and is 
recommended in a recent paper on the treatment of Personality Disorders 
published by the National Institute for Mental Health in England entitled 
‘Personality Disorder: No longer a diagnosis of exclusion’ (NIMH(E), 2003).
I will begin by looking in more detail at some of the issues surrounding the 
concept of Personality Disorder, and of BPD in particular and then move on to 
looking more closely at some of the main features of DBT, examining the 
evidence base for this therapy. I will argue that, although DBT is far from a 
perfect solution, it is an important development nevertheless and should be 
considered as an effective treatment for BPD.
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2. Personality Disorder
2.1 Definition and Diagnosis
Personality Disorder has prevalence in the general population of 10-13%, and 
of 36-67% in psychiatric hospital populations (de Girolamo & Dotto as cited in 
Moran, 2002). It is an increasing problem in the UK, and has typically proved 
difficult to treat.
Furthermore, Personality Disordered individuals are typically frequent users of 
healthcare services, for example individuals with Borderline Personality 
Disorder on average require 12 weeks of in-patient care, over 50 months of 
individual therapy and the majority receive some kind of medication (Bender et 
al, 2006). It should be noted, however, that these figures came from the USA. 
Personality Disorder is an Axis II disorder, and is further divided into nine sub­
categories in the International Statistical Classification of Diseases and Health 
Related Problems (ICD 10) (World Health Organisation (WHO), 1992) and ten 
in the DSM-IV-TR (APA, 2000). For the purpose of this essay I will refer to the 
definitions supplied in the DSM-IV, as much of the research I will be 
evaluating was carried out in the US and uses these diagnostic criteria. These 
ten sub categories are further classified into three ‘clusters’ according to the 
nature of each Personality Disorder. Cluster A includes Paranoid, Schizoid 
and Schizotypal Personality Disorder, cluster B includes Histrionic, 
Narcissistic, Antisocial and Borderline and Cluster C includes Obsessive- 
Compulsive, Avoidant and Dependant Personality Disorders. These have 
been classified according to common features that the disorders in each 
cluster share.
It is not uncommon for service users to present with symptoms that can be 
attributed to more than one Personality Disorder (NIMH(E), 2003), which calls 
into question how far these are ten different disorders that can be classified 
separately. There are also questions regarding the validity of Personality 
Disorder as an identifiable Axis II disorder, and it is a relatively recent concept, 
appearing as a separate disorder for the first time in DSM-III (Sperry, 2003). 
Many service users with a Personality Disorder initially present with an Axis I 
disorder, treatment of which is then rendered more difficult by the presence of
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a co-morbid Personality Disorder (Moran, 2002). This has contributed to 
Personality Disorder acquiring a reputation of being untreatable, which may 
account for some of the high statistics regarding length of treatment (Bender 
et al, 2006). However in recent years several therapeutic models have 
emerged aimed specifically at various features of Personality Disorder, and 
with varying degrees of effectiveness. These will be reviewed later in the 
essay.
2.2 Borderline Personality Disorder
Service Users with Borderline Personality Disorder (BPD) are amongst the 
highest consumers of healthcare services within the Personality Disorder 
‘family’ of disorders (Fonagy, 2007) and present with some of the most 
dangerous symptoms, in particular suicidal and parasuicidal behaviours. As a 
result, it has received more attention than the other Personality Disorders in 
the research literature, and remains a cause of concern and the focus of much 
research (Sperry, 2003).
It is not uncommon for BPD to occur as co-morbid with a variety of Axis I 
disorders, and additionally there is a high prevalence of the disorder in service 
users with drug, alcohol and eating disorders (Moran, 2002).
BPD is characterised by a fear of abandonment, difficulty with monitoring and 
regulating emotions, and a tendency towards ‘splitting’ -  i.e. understanding of 
the world in quite binary or ‘black or white’ terms whereby people are either all 
good or all bad. Self harm and parasuicidal behaviours are common and there 
is a high incidence of childhood abuse and poor attachment relationships in 
infancy amongst sufferers. Feelings of depression, hopelessness and anger 
are common, as are dissociative experiences and poor or unstable self-image 
(APA, 2000).
BPD is also more commonly associated with women than men. This trend 
can, however, lead to over-diagnosis of the condition in women and a 
reluctance to diagnose in men, thus exacerbating the existing gender trend 
(APA, 2000).
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2.3 Service User Perspectives
In 2002 the National Institute for Mental Health in England (NIMH(E)) carried 
out a study involving several focus groups to elicit the views of service users 
with a diagnosed Personality Disorder in the UK (Haigh, 2002).
The purpose of this was to inform the 2003 paper intended to challenge the 
understanding of Personality Disorders as stigmatising and impossible to 
treat, and to review the current provision of services in the UK and 
recommend changes (NIMH(E), 2003). They discovered that the general 
attitude towards the treatability of the disorder by Healthcare Professionals 
was poor, and that services devoted to its treatment were sparse, with 28% of 
Trusts in England providing no service at all and only 17% providing a service 
dedicated to the treatment of Personality Disorder (NIMH(E), 2003).
The focus groups provided guidance on what is helpful and unhelpful for 
service users in terms of NHS services. It would be too lengthy to go into the 
details of all of the points here, however the pertinent features are as follows. 
Features that were identified as helpful included providing treatment choice, 
individually tailored and consistent care, a focus on personal development 
and acquiring skills, and high expectations from Healthcare Professionals 
regarding the outcome of treatment. Features identified as not so helpful 
included the withdrawal of treatment once service users show an 
improvement, the withdrawal of contact used as a sanction and long-term 
inpatient stays (Haigh, 2002).
There is an implicit assumption within the NIMH(E) publication (NIMH(E), 
2003) and indeed in most of the literature on Dialectical Behaviour Therapy 
that diagnosis is useful for both service users and Healthcare professionals. I 
would argue that this is a contentious assumption, however, as the label can 
carry with it a large degree of stigma, and has been relatively recently 
conceived and agreed upon. Indeed, the disparity between the definitions of 
Personality Disorders in the DSM-IV-TR and ICD-10 would indicate that the 
diagnostic criteria are not clear cut (APA, 2000; WHO, 1992). In addition, 
service users do not necessarily find Personality Disorder a helpful diagnosis, 
as it can prevent them from accessing some services, its status as an Axis II 
disorder means the label stays with them for life, and there is a general feeling
10
Adult Mental Health Essay
that the diagnosis is poorly understood by Healthcare Professionals (Haigh, 
2002).
There is, however, a need for a diagnosis of Personality Disorder in many 
cases in order to access specialist services, and in particular Dialectical 
Behaviour Therapy.
As a result of this, and of the assumptions made within the DBT literature, 
much of this essay is written from within a medical discourse, with the 
assumption that diagnosis of this disorder is appropriate and valid. As I have 
pointed out, this is by no means a straightforward assumption; however there 
is not the scope within this essay to explore the issues surrounding this more 
fully.
3. Dialectical Behaviour Therapy
3.1 What is Dialectical Behaviour Therapy?
Dialectical Behaviour Therapy (DBT) is a manual-led behavioural treatment 
and was developed in the early 1990’s in the USA by Marsha Linehan and her 
colleagues as an alternative to cognitive behavioural approaches (Linehan, 
1993b). The treatment largely targets parasuicidal behaviour in women with 
BPD (Bloomgarden, 2004; Swales et al, 2000).
Linehan believed that BPD occurred in individuals who had difficulties in 
controlling their emotions (‘emotional dysregulation’) and who were exposed 
to certain environmental conditions in childhood. These experiences might 
typically include experiencing or witnessing abuse, and Linehan termed this 
an ‘invalidating environment' (Linehan, 1993b).
The approach combines individual therapy, group skills training, telephone 
contact with the therapist and case consultation for therapists. The aim of 
teaching skills in DBT is to help people cope with future and existing trauma’s 
rather than take them away from it. Change is facilitated through developing 
new skills, such as problem solving, and via the therapeutic relationship, with 
particular emphasis placed upon validation of the client’s thoughts and 
feelings as a core strategy (Linehan, 1993b; Swales et al, 2000).
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One of the main features of the approach is its emphasis on several core 
competing dialectics, namely emotional vulnerability vs. self-invalidation; 
active passivity vs. apparent competence; unrelenting crises vs. inhibited 
grieving. Therapy focuses on awareness and resolution of these dilemmas 
(Linehan, 1993b). Indeed the very process of embarking on therapy in itself 
can be seen as a dialectical dilemma for the therapist between wanting to 
accept the client as they are and wanting to bring about change (Swales et al, 
2000).
One feature of the approach that is significantly different from many other 
models, and which I think is particularly important is that clients need to show 
improvement in order to remain on the programme (Swales et al, 2000). 
Although this use of removal of therapy as sanctions is something that service 
users in the UK expressed dislike for (Haigh, 2002), I think that it does provide 
a good incentive to progress. It is also possibly counter-intuitive to an extent, 
as many service users will have the experience that, in the NHS, therapy is 
withdrawn once they begin to improve (Haigh 2002; Swales et al, 2000). This 
problem of having to stay ‘sick’ in order to access therapy is another area 
identified by the service user focus groups as hindering progress (Haigh,
2002). The only possible danger that I can see is that this can only be 
effective during the course of therapy. Once the DBT programme has come to 
an end and therapy ceases, it might be the case that any improvements made 
decline in an effort to re-access therapeutic services. This possibility makes it 
difficult to evaluate the effectiveness of DBT in the longer term, once therapy 
has finished.
Additionally, if the client makes a suicide attempt or engages in parasuicidal 
behaviour during the course of therapy, they must agree to confront these 
behaviours and work on reducing them. Although this may seem 
confrontational and threatening to the therapeutic alliance, it is a necessary 
part of DBT therapy, and is one of several commitments to the programme 
that people must make when agreeing to participate. These behaviours and 
discussed and worked on in both group and individual therapy (Linehan, 
1993a).
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One key criticism that has been levelled at the theoretical basis for DBT is its 
lack of developmental focus in favour of concentrating on symptom 
management (Fonagy, 2007). I would argue, however, that symptom 
management in the case of BPD is a valid therapeutic goal, given the serious 
and potentially fatal nature of the symptoms, and the current paucity of 
alternative effective treatments. Whether or not DBT is effective in targeting 
these symptoms is another question, however, and one which I will address 
shortly.
3.2 The Therapeutic Relationship
The therapeutic relationship is a critical part of DBT, and is seen as the main 
context in which change occurs. Although this relationship is key to any form 
of interpersonal therapy, in DBT it is particularly emphasised and developed 
not only through individual therapy, but also via the availability of the therapist 
on the telephone outside of therapy sessions (Linehan et al, 1991; Linehan, 
1993b).
It can often be difficult to maintain this relationship, however, due to the 
tendency of individuals with BPD to test relationship boundaries, and to 
fluctuate between loving and hating the therapist at any given time. This is 
seen as possibly the most important part of the therapy, however, as the DBT 
be warm and accepting whilst also being practical, vigilant and challenging of 
undesired behaviours, such as self-harm (Linehan, 1993a). To this effect DBT 
treatment should last a minimum of 12 months in order to develop this 
alliance. This relationship may be a ‘safe’ place for the client to test out some 
of the skills that they learn in the group sessions, and should provide a link 
between therapy and the clients personal context (Swales et al, 2000).
One of the key strengths of the approach, in my opinion, is this emphasis on 
context based on the assumption that change is more likely to occur in a more 
naturalistic environment (Feigenbaum, 2007). DBT does this largely via the 
therapeutic relationship, which tries as far as possible to match what happens 
in relationships in the ‘real world’ (Swales et al, 2000). Although I think this 
emphasis on context, and an acknowledgement of the importance of what 
goes on outside of therapy, is important, it does prove problematic in so much
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as it depends to a large extent on the skill and experience of the individual 
therapist. This makes evaluation of this element of the approach especially 
difficult.
3.3 Evaluating the Effectiveness of DBT
In general, there is a paucity of empirical evidence on the effectiveness of 
DBT, and the research that does exist is almost entirely in the form of 
randomised controlled trials (RCT’s). Most of these were carried out in the 
USA (e.g. Koons et al, 2001; Linehan et al, 1991) with only a couple of more 
recent exceptions (e.g. VerheuI et al, 2003).
These studies have shown evidence for the effectiveness of DBT in reducing 
self-harm and suicidal ideation (Linehan et al, 2006; VerheuI et al, 2003) and 
also indicate a reduction of inpatient days and of parasuicidal behaviours 
(Linehan et al, 1991; Linehan et al, 2006). The outcome of these studies was 
mainly measured in terms of number of inpatient stays, suicide attempts and 
episodes of self-harm. It is therefore unclear what effect, if any, DBT has on 
underlying thoughts, and some of the affective symptoms of BPD, such as 
unstable self-image, depression and hopelessness. I was only able to identify 
one key study that showed a reduction in anger, helplessness and depression 
(Koons et al, 2001), however the target outcomes for this study compared to 
the others may have differed in accordance with the range of symptoms 
presented by the participants (Feigenbaum, 2007).
There is also evidence for better retention of participants in DBT than in 
treatment as usual (Linehan et al, 1991; VerheuI et al, 2003). This may be as 
a result of the focus on the therapeutic relationship, or the threat of 
discontinuation of treatment unless improvement is shown, engendering a 
more optimistic outlook than is usual.
The evidence so far seems then to support the assertion that DBT can bring 
about improvement in some of the most serious symptoms of BPD, reduces 
in-patient stays, which is something that service users expressed a desire for 
(Haigh, 2002) and retains individuals in therapy for longer.
It is worth noting that all of these effects may be due to the quality and 
experience of the individual therapist in comparison with those in the control
14
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conditions rather than the effectiveness of DBT. This makes it harder to 
ascertain whether this is a reliable effect with so small a number of studies 
available. This could be argued for most therapeutic interventions, however, 
so I would tend towards the assumption for the time being that this is a valid 
and genuine effect. Further research would be necessary to truly test this and 
see whether the effect is reliable.
There is also some evidence that this improvement in the behavioural 
symptoms of DBT can persist after therapy has ceased. A follow up to the 
VerheuI study (Van den Bosch et al, 2005) showed a sustained reduction in 
symptoms after 6 months, and Linehan et al (1993) showed maintained 
improvement at 6 and 12 month follow-ups.
It is also worth noting that many of the symptoms, in particular self-harm 
behaviours, appear to recede over time to some degree, with 88% of 
individuals with BPD showing remittance of symptoms for a 2 year period over 
10 years (Fonagy, 2007; Zanarini, 2005). In the light of this, it may not be 
necessary for DBT to bring about symptom change in the longer term. I would 
argue that alleviation of the most damaging and possibly fatal symptoms is a 
positive outcome in itself, and equally it cannot be assumed that remittance of 
symptoms over time will naturally occur for all, therefore these symptoms 
should be treated as best they can.
This research evidence, although not substantial, does seem to indicate that 
DBT has a reasonable degree of efficacy in several key areas. There are 
some flaws apparent in this evidence base, however. The fact that all of the 
evidence comes from RCT’s is problematic, as these have a lower level of 
ecological validity than other more naturalistic and selective methods. This 
calls into question how good a predictor they are for the effectiveness of DBT 
in the context of ‘real’ services and without necessarily the same level of 
selection of participants and controls in place. In addition, RCT’s cannot take 
into account the fact that different service users, and in fact differing 
therapeutic groups, may have different goals. Individual experiences of BPD 
vary significantly and, therefore, what they hope to achieve via therapy will 
also vary, and indeed may change over the course of treatment (Fonagy, 
2007).
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An additional flaw in the existing evidence base on DBT is the large 
involvement in the research literature of Marsha Linehan and the other 
founders of the model. Indeed, the results reported by Linehan and her 
colleagues have only been replicated by two other key studies -  Koons et al 
(2001) and a series of studies conducted in the Netherlands (Van den Bosch 
et al, 2005; VerheuI et al, 2003). A larger volume of research by persons other 
than the original founder of DBT replicating these results would lend further 
support to the efficacy of the treatment.
The results achieved by these Dutch researchers do indicate, however, that 
DBT is not merely an American phenomenon (VerheuI et al, 2003; Van den 
Bosch et al, 2005). In other words, the model is effective not just in its culture 
of origin, but can translate, at least within another Western culture.
In addition, there is some evidence to suggest that it is the combination of all 
of the different elements of DBT that is effective, and if the group element is 
used alongside another kind of therapy the same benefits are not evident 
(Shearin & Linehan, 1994).
In short, there is some evidence to indicate the effectiveness of DBT for 
reducing suicidal behaviour, inpatient stays and self-harm, however these 
studies are small in number and sample size, and are not without flaws. 
Further studies replicating these results would increase the argument for its 
efficacy.
3.4 Why is DBT recommended by NIMH(E)?
Why then, given the paucity of empirical evidence in support of DBT, is it 
recommended by NIMH(E)?
I have already discussed the statistics that show the large cost that 
Personality Disorders, and BPD in particular, incurs the NHS in the form of 
medication, individual therapy and care and in-patient stays (Bender et al, 
2006; Moran, 2002). These expenses prompted a review of services for PD 
and, considering the scarcity of services and overall attitude that the diagnosis 
was untreatable, highlighted the need to recommend treatment of some kind. 
Given that many service users with a diagnosis of PD were not receiving any
16
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kind of specialist treatment at all, a treatment that indicates some level of 
effectiveness, albeit in its infancy, is preferable to no treatment.
In addition DBT is effectively a modified version of Cognitive Behaviour 
Therapy, which seems to be the treatment of choice within the NHS at the 
moment for a large number of psychological problems such as Depression, 
Anxiety and Schizophrenia as a result of its measureable outcomes and 
potentially brief and cheap presentation (National Institute for Health and 
Clinical Excellence, 2007). DBT is also not the only treatment recommended 
by NIMH(E) as the report includes reference to pharmacological as well as 
alternative therapeutic interventions.
My experience is that there seems to be a general feeling of excitement at the 
moment about DBT and what it may promise to offer, and several services are 
attempting to incorporate its ideas and techniques into their PD services to a 
greater or lesser extent. How far DBT is effective within the NHS, and how 
applicable it is to the majority of people who access these service still remains 
to be tested empirically, however.
3.5 Range of Application
One of the core criticisms that could be levelled at DBT is that its focus is 
narrow, and in fact all of the related research was carried out only on women 
with BPD and no co-morbidity (e.g. Koons etal, 2001; Linehan etal, 1991).
In a paper summarising treatments for Personality Disorder, various different 
treatments were rated for their generalisability and efficacy (Bateman & Tyrer,
2002). DBT received a rating of 2 for efficacy (efficacy demonstrated in 
studies of less than 50 participants only) and 1 for generalisability (selective). 
This reflects the restricted evidence base for the application of DBT, namely 
that there is only evidence to support its efficacy in women with BPD, no other 
PD and no co-morbidity. That said, one of the key studies reviewed did vary 
their selection criteria slightly, including women co-morbid for substance 
abuse, and showed similar results to more restrictive studies (VerheuI et al,
2003).
It is not clear, therefore, what DBT suggests should be done to treat people 
who do not meet the selection criteria for the RCTs that provide its evidence
17
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base. This would include men with BPD or people who present with a co- 
morbid drug, alcohol or eating disorder or Axis I disorder as is often the case 
with BPD (Moran, 2002).
These are questions that have not really been addressed to any large extent 
in the literature on DBT, as the model does not really profess to be anything 
other than a treatment for women with BPD (Linehan, 1993b). It's inclusion in 
the NIMH(E) report is presumably based on its efficacy in this area (Bateman 
& Tyrer, 2002; NIMH(E), 2003). I think however that DBT will inevitably need 
to be applied to service users with a broader range of impairments and co­
morbidity within the NHS.
3.6 Implementation within the NHS
Although there is a lack of evidence from the UK on DBT, there are several 
features of the approach that I think will make it difficult to implement in NHS 
settings, not least the fact that it is a costly and relatively long-term 
intervention (Feigenbaum, 2007). Therapy should last for a minimum of 12 
months with several different methods of delivery operating concurrently -  for 
example, individual, group therapy and the availability of a therapist on the 
telephone throughout the programme. Services offering DBT will therefore 
need several specialist trained staff in order to deliver the therapy, and training 
can also be an expensive investment (Swales et al, 2000). This said, however, 
DBT is still cheaper than some of the alternative treatments, for example 
therapeutic communities which requires long periods of inpatient treatment at 
specialist hospitals (Bateman & Tyrer, 2002). It is also always going to incur 
more expense that the services currently offered in England for treatment of 
Personality Disorder, which in many cases is nothing (NIMH(E), 2003). It is 
worth noting on this subject that DBT will, almost certainly be much more 
expensive than pharmaceutical interventions, however this relatively high cost 
should be offset against the potential reductions in cost in terms of reduced 
dependence on therapy and inpatient stays (Linehan et al, 1991; Linehan et 
al, 2006).
These cost implications may, however, have a big effect on how the therapy is 
implemented within NHS services. It is unlikely that many services will have
18
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the existing resources or budget to run a programme of DBT in the way 
intended originally. I think it is more likely that some services will partially 
implement the DBT model, using features of the approach that they are able 
to afford and accommodate using their existing resources and skills. This is a 
much more practical and realistic use of the model, and one which is not 
addressed by the controlled nature of the RCT’s that provide the evidence 
base. Indeed, it is my experience that some trusts do operate in this way, for 
example offering the group aspect of DBT and not individual therapy. Given 
that there is evidence to show that group therapy on its own or added to 
another therapeutic approach is not as effective as the whole DBT 
programme, this may not be a beneficial shortcut (Shearin & Linehan, 1994). 
An additional problem is that NHS services have a duty to treat everyone 
within their service with a diagnosis of Personality Disorder, and cannot 
impose the kind of selection criteria that the RCT’s are able to. As I have 
already argued, the efficacy of the approach for individuals who do not meet 
these selection criteria is untested and unknown.
To try and address some of these issues, modified versions of DBT, and 
indeed new therapeutic approaches based on or similar to DBT are starting to 
be developed, for example Systems Training for Emotional Predictability and 
Problem Solving (STEPPS) (Black et al, 2004) which is an outpatient group 
treatment programme.
3.7 Developments and Alternatives
One of the key features raised by the service user focus groups was the need 
for a choice of treatments (Haigh, 2002). Indeed, the NIMH(E) publication 
does reflect the need to provide service users with choice, and to this effect 
reviews several psychological and pharmacological interventions. Alternative 
psychological therapies include dynamic psychotherapy, therapeutic 
communities, cognitive analytic therapy (CAT) and cognitive therapy (CT) 
(NIMH(E), 2003).
DBT does have a more robust evidence base for its efficacy in treating 
Personality Disorder than most of these alternatives (Bateman & Tyrer, 2002). 
It is, however, more costly than many, with the notable exception of the
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therapeutic communities treatment. DBT is also arguably more ecologically 
valid that therapeutic community treatment, as the latter takes place in a 
closed inpatient community with effectively no contact with the outside world 
(Bateman & Tyrer, 2002; NIMH(E), 2003).
DBT also has a narrower range of application that of CT, CAT and dynamic 
psychotherapy, as its efficacy is only tested for BPD. I do not consider this too 
much of a drawback, however, as people with BPD are one of the largest 
users of healthcare services, and place significant strain on NHS resources 
(Bender et al, 2006).
I would like to note some of the similarities between several of these 
approaches, in particular DBT, CBT and, to some extent, dynamic 
psychotherapy. I do not think that these therapies are mutually exclusive, and 
will be interested to see if elements of these approaches are combined over 
time to any effect.
4. Conclusion
Dialectical behaviour therapy (DBT) was reviewed in terms of its effectiveness 
and practicality for the assessment and treatment of Personality Disorder. 
Although DBT was developed to treat Borderline Personality Disorder, 
individuals with BPD are costly and can be thought of as difficult to treat, 
placing a large cost and resource burden upon services. The therapy has 
been shown to be effective to this end, although the research base is at 
present small, and focuses on restricted samples that do not necessarily 
represent the full range of difficulties that people with BPD often present with. 
DBT largely focusses on reducing the more severe behavioural symptoms of 
DBT, however I have argued that given the serious nature of these behaviours 
and the paucity of effective alternative treatments, these are valid therapeutic 
goals.
I would conclude then that DBT has an important place in the treatment and 
management of BPD, although its generalisability to other Personality 
Disorders is as yet untested. It forms part of a series of therapeutic models 
aimed at treating people who were previously marginalised by services and
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considered difficult and untreatable, and that in itself is a positive 
development.
DBT is still very much in its infancy, however, and already modifications and 
developments and starting to appear. It is my experience that DBT is 
beginning to be implemented in the UK, albeit to varying degrees, and I would 
anticipate that the evidence base for this therapy, and modifications to it, will 
increase significantly in the next few years. Indeed, there are guidelines from 
the National Institute for Health and Clinical Excellence (NICE) due to be 
published in 2008 for the treatment of Antisocial and Borderline Personality 
Disorder (NICE, 2008a, 2008b). I would anticipate that DBT should play a 
prominent part in the BPD guidelines once they are published.
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1. Introduction
In recent years a number of policy initiatives and professional reports have 
been important in shaping the future of mental health services within the 
National Health Service (NHS). For example, Lord Layard's influential report 
(Layard, 2006) placed a greater emphasis on the benefits of investing in 
psychological therapies, and in CBT in particular, and has been followed more 
recently by the Increasing Access to Psychological Therapies (IAPT) initiative 
(BPS, 2007a). Additionally the Department of Health in their NHS Plan (DoH, 
2000) and in subsequent publications (DoH 2004a; 2005a) emphasise the 
importance of leadership in delivering effective services within the 
organisation as a whole. The implications of these initiatives for our profession 
mean that Psychologists working in the NHS are increasingly expected to 
extend their skills and knowledge beyond the therapy room in order to support 
other professionals to deliver therapy and work psychologically. This essay 
will discuss one such role that Psychologists may undertake; that of clinical 
leadership. The meaning of clinical leadership will initially be discussed, and in 
particular how it might apply to Clinical Psychologists working in multi­
disciplinary teams. I will then address some other key issues for leadership in 
this context, such as service user and carer viewpoints and the question of 
diversity. Different models and theories of leadership will also be explored. 
The essay will conclude with some personal reflections, which will also be 
offered throughout where appropriate.
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2. Clinical Leadership and Psychologists
2.1 What is Clinical Leadership?
The documentation supporting the recent New Ways of Working for Applied 
Psychologists (NWW) initiative suggests that Applied Psychologists^ could 
understand the concept of leadership using a tripartite model (BPS, 2007b). 
This model would consist of three types of leadership; professional, strategic 
and clinical. It is only with clinical leadership that we are concerned here, but it 
is worth noting that this is only one domain in which Clinical Psychologists are 
and will increasingly be expected to operate in a leadership role. This begs the 
question ‘what is clinical leadership?’, and in what way does it differ from 
these alternative kinds of leadership. Millward & Bryan (2005) describe clinical 
leadership as “...about facilitating evidence-based practice and improved 
patient outcomes through local care.” (Millward & Bryan, 2005, pg.xv). A 
description provided by the Department of Health also suggests that “At local 
level, it is important that there is effective leadership and effective 
management of service planning for the provision of effective, evidence-based 
psychological treatments...” (DoH, 2004a, pg.37). According to these 
definitions, clinical leadership could then be understood as residing within 
localised teams who are delivering front line mental health services. They also 
suggest that service planning, disseminating psychological knowledge and the 
use of evidence based practice are key aspects of this role. How then do we 
adopt a clinical leadership role in these settings given that many Clinical 
Psychologists operate within multi disciplinary teams with established 
leadership and power hierarchies? Achieving this would require an 
understanding of leadership as distinct from management, and indeed 
assume that we don’t want to challenge these existing hierarchies. This latter 
point will inevitably differ according to the individual team context and culture, 
and teams who are less accustomed to input of this kind from Psychologists 
may require a different approach.
 ^Applied Psychologist is an umbrella term used by NWW to encompass all Chartered Psychologists 
working in applied health and social care settings. It will be used interchangeably with the term  
'clinical psychologist'.
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2.2 Leadership vs. Management
Many advocates of the concept of leadership argue that it is possible to lead 
without having responsibility for management (Kotter, 1990; Rost, 1991). 
Indeed, it could be argued that it might be easier to facilitate improved 
communication, governance and to foster reflective teams without the 
complication of an additional managerial relationship with others in the team. 
There is also an argument that in order for leaders to empower their 
‘followers’  ^ they need to have some kind of upward influence within the 
organisational hierarchy (Millward & Bryan, 2005). Without this a leader 
cannot usefully represent their team and risks losing both legitimacy and 
credibility. It would seem, therefore, that you do not need to be a manager to 
be an effective leader, but it is important to have the means of exerting some 
influence in the wider organisational context in order to best serve the 
interests of your team. Having established that clinical leadership does not 
necessarily mean management, what then does it entail? The New Ways of 
Working project group in their document ‘Organising, managing and leading 
psychological services’ (BPS, 2007b) suggest that leadership involves the 
“ability to guide, direct or influence others in order to achieve a set of goals” 
(BPS, 2007b, pg.14). The emphasis here is particularly on facilitating change 
at multiple levels; individual, team, organisational and cultural. Other sources 
emphasise the role of clinical leadership in facilitating a more integrated 
approach by teams, i.e. a shift towards inter-disciplinary working as opposed 
to multidisciplinary (DoH, 2001; Hackett & Spurgeon, 1998; Millward & Bryan, 
2005). The latter term implies professionals from different disciplines working 
side by side within a team, whereas interdisciplinary refers to the joint use of 
expertise within the group to enable more of a team approach. Further 
definitions of clinical leadership include enabling improved communication 
across different services providing psychological provision and ensuring that 
service user’s views and needs are met (DoH, 2004a).
 ^The term 'followers' will be used throughout to refer to those who are subjects of leadership.
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The mainstream literature on leadership also offers some insight into whether 
leadership and management differ. For example, Northouse (2007) draws a 
clear distinction between leadership and management suggesting that 
management involves staff management, planning and budget management 
whereas leadership is about motivation and enabling people to adapt to 
changes. Although there is undoubtedly some overlap between definitions 
there seems to be a general consensus that management is more about 
keeping order and exerting unidirectional control and leadership about more 
reciprocal, multidirectional patterns of influence enabling teams to adapt and 
change effectively (Northouse, 2007; Rost, 1991). Zaleznik even goes as far 
as suggesting that these two roles require people with different kinds of 
personality trait (Zaleznik, 1977), however this makes the assumption that 
personality traits are static and that the necessary skills for these roles cannot 
be taught, a discussion that is perhaps too extensive for the scope of this 
essay.
2.3 Why Clinical Psychologists?
There is much to suggest that the doctoral level training and subsequent 
career pathway available to Clinical Psychologist’s do leave the profession 
well suited to fulfil clinical leadership roles (NWW, 2007), however psychology 
are not the only professional group within mental health services looking to 
extend their role into clinical leadership. Psychiatrists have often traditionally 
undertaken leadership roles within clinical teams; and in my experience to 
date this is still very much the case; and new career pathways for Nurses, like 
the introduction of Nurse Specialist and Nurse Consultant roles, means that 
the subject of leadership is also prevalent in their professional literature 
(Chambers, 2002; Jasper, 2002).
There is however some evidence to suggest that other professionals would 
like to see Psychologists take on more of a leadership role at team level, and 
that the unique expertise that the profession bring to teams is highly valued 
(BPS, 2007b). For example, in the New Ways of Working for Psychiatrists 
report (DoH, 2005b) Psychiatrists and Managers interviewed were clear about 
their desire for greater involvement of Clinical Psychologists in leadership
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roles at all levels. Although this is an important document, and a useful 
adjunct to the discussion within psychology of these roles, whether this is 
indicative of the view of psychiatry in general is not so clear, as those 
interviewed could well have been a self selecting sample of Psychiatrists 
willing to engage in such discussions, and with the process of change in 
general. In short, while there is much that Clinical Psychologists can offer to 
this role, and I will go on to discuss in more detail some of the challenges and 
professional dilemmas facing Psychologists who consider leadership roles 
there are other professions within the mental health services also well suited 
and eager to develop as leaders.
3. Key Issues
3.1 Working in Multi Disciplinary Teams
Many Applied Psychologists working within the NHS are located in multi 
disciplinary teams made up of workers from a variety of different professional 
backgrounds. This set up has many advantages, as the unique professional 
skills and knowledge of individual team members can act as a resource for the 
team as a whole. A team such as this can, however, also provide some 
dilemmas around identity. On the one hand for a team to function effectively 
there has to be a certain amount of shared identity and homogeneity amongst 
team members, but this needs to be balanced with the importance and value 
of maintaining a level professional distinctiveness that accords some unique 
value to your role and worth within the team (BPS, 2007c). Many of the 
descriptions of clinical leadership that have just been discussed talk about the 
importance within this role of fostering and facilitating team identity and 
cohesion (BPS, 2007b; Millward & Bryan, 2005). It has been suggested that 
this can be achieved by enabling teams to reflect upon the team process and 
dynamics. There are some practical difficulties around this, however. Not least 
is the possible existence of traditional and established hierarchies of power 
within the team, often yielded by either the appointed team manager or 
Consultant Psychiatrist, either of whom may seek to control the dominant 
discourse to maintain their own position of power, and who may be resistant to
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leadership elsewhere within the team. Another possible barrier to increased 
reflectiveness and to team cohesion is the differences in remuneration and 
other privileges such as a private office or parking space, amongst staff 
members who may be performing similar functions within the team.
The issue of competing discourses within multi disciplinary teams is a similarly 
complex question. Traditionally the ‘medical model’ has been dominant within 
mental health services within this country (BPS, 2007c). This approach 
suggests that mental illness can be understood in terms of physical and 
biological causation, and therefore largely treated with medication. This model 
has been the subject of much criticism for some years now for its simplistic 
and reductionist nature (Johnstone, 2006; Szasz, 1960). It is on this basis that 
Psychiatry has developed and maintained its position as the most 
knowledgeable, valuable and therefore powerful profession in this context. As 
such, any shift in the status quo, or challenge to the medical model as the 
dominant discourse both threatens the position of Psychiatrists within teams 
and questions the legitimacy of their relatively large salary and privileges 
compared to colleagues from other professions. Despite this, there does seem 
to be a gradual shift in recent years, largely driven by policy (DoH, 2004b; 
NWW, 2007). This shift seems to favour a discourse around evidence based 
psychological therapy. This new discourse does not equate to ‘Psychology’ as 
such, but rather a specific type of psychological knowledge that has sought to 
increase its legitimacy via the accumulation of a scientifically acceptable 
evidence base, largely based on randomised controlled trials (RCT’s), which 
are the most acceptable form of evidence as far as the National Institute of 
Health and Clinical Excellence (NICE) are concerned (NICE, 2004). The 
increasing importance of this discourse, embodied in the lAPT agenda, and 
the rise in popularity of CBT (BPS, 2007a; DoH, 2004a; NICE, 2004), can 
actually serve to reduce the potential for critical evaluation and psychological 
enquiry as it becomes harder to question as the ‘evidence’ increases. Thus 
the same kind of ‘hard scientific evidence’ that has supported a medical 
discourse for so long now could serve to support the increasing dominance of 
CBT as treatment of choice for many mental health difficulties (BPS, 2007a;
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Layard, 2006; NICE, 2004). This is highly relevant to the role of Psychologists 
within teams, and particularly in leadership roles. Psychologists may well be 
seen as the principal (but not the only) proponents of this new therapeutic 
discourse, and may as a result be perceived as a threat by other members of 
the team reliant on alternative discourses to maintain their professional 
position, such as Psychiatrists. This is not necessarily the case, as the 
popularity of evidence based therapies also threatens to marginalise other 
psychological therapies that do not lend themselves so readily to investigation 
using RCT’s and standardised measures, for example therapies based upon 
social constructionist theories like Solution Focused or Narrative therapies (de 
Shazer, 1985; White & Epston, 1980). An alternative model of understanding 
mental health that forms a compromise between some of these competing 
discourses within teams has been proposed; the biopsychosocial model 
(Engel, 1977). Again, this is a theory that is gradually gaining in popularity 
amongst policy makers, however it has been criticised as merely enabling 
proponents of the medical model to make a tokenistic nod towards social and 
psychological theories of causation (BPS, 2007c; Read, 2005).
In short, there is much scope for tension and inter-professional 
competitiveness within teams. Individual differences and the differing levels of 
value according to specific kinds of professional knowledge can be difficult for 
teams to reflect upon openly and honestly. This is further complicated by the 
presence of multiple and often competing discourses, and by a gradual shift in 
the dominant discourse. This questioning of the traditional knowledge base 
within mental health teams has the potential to cause resentment and tension 
between professionals, and highlights the potential discursive significance of 
leadership roles being taken on by Psychologists. Indeed, it also points out 
some of the challenges of motivating and uniting a team towards common 
goals and trying to foster a team identity, both of which were key features of 
the descriptions of clinical leadership discussed at the start. There may also 
be competitiveness between professions for clinical leadership roles, with 
Nurses, Psychologists, Psychiatrists and Managers keen to pick up the mantle 
of leadership.
34
Professional Issues Essay
Although this discussion has focused on some of the potential challenges 
posed by different and competing theories and agendas within teams, I do 
think that these can also have a positive effect, as it encourages ongoing 
critical evaluation of the work of the team. It is also my experience that such 
multi disciplinary teams can benefit a great deal from effective leadership, and 
develop a positive social team identity that encompasses the inherent 
differences. Good leadership can enable teams to use individuals' personal 
and professional skills as a resource rather than a source of conflict. 
Psychologists' reflective and supportive skills may be of good use in helping to 
manage these conflicts.
3.2 Diversity
The range of priorities and agendas between individuals from differing 
professionals within a multi disciplinary team should also be considered 
alongside other kinds of difference, such as gender or ethnic and cultural 
diversity. If, as discussed, a key facet of effective clinical leadership is defining 
and organising teams around a shared goal, then these differences and their 
impact upon the cohesiveness and shared identity of the team become even 
more important. Such issues of diversity should not only be taken into account 
by leaders, but they should also be considered in relation to the question of 
who is a suitable candidate for the leadership roles. For example, the majority 
of practising Clinical Psychologists in the UK are female, however there are 
more male than female Psychologists occupying the most senior leadership 
and management roles (NWW, 2007). There has been a debate for some 
years about the difference between male and female leaders, with some 
suggesting that women are equally effective leaders but generally liked less 
(Northouse, 2007) than men, or less likely to self promote (Babcock & 
Laschever, 2003). There is, however, notably less literature on how leaders 
from different cultural backgrounds are perceived (Northouse, 2007), and 
again the applied psychology workforce in the U.K. are predominantly white 
(NWW, 2007).
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3.3 Service Users and Carers
Another key area in which Psychologists can be effective clinical leaders is in 
ensuring that team goals are in line with service user and carer agendas, and 
that service users are involved in decisions about their own care and the 
provision of their local services (BPS, 2007c). The Department of Health 
publication on organising and managing psychological services (DoH, 2004a) 
highlights the potential role of Psychologists in increasing access and choice 
for service users by facilitating the development of pathways of care for 
psychological therapies, enabling services users and carers’ involvement in 
the care planning process and helping teams develop ways of enlisting 
service user contributions to the work and goals of the service. Services often 
are unsure of how to integrate this latter point (DoH, 2004a) despite much 
discussion of the necessity of user contributions to service provision (DoH, 
2006; Farhall, 2001). Suggestions include Psychologists providing 
“...mentorship, consultancy and supervision for service user and carer 
workers...” (BPS, 2007c, pg. 33). Psychologists appear then to be well placed 
to facilitate this kind of communication between teams and service users, and 
indeed to enable teams to develop a more individualised, person-centred 
approach, for example via the use of formulation and collaborative 
approaches to care planning (DoH, 2000).
The New Ways of Working in teams document (BPS, 2007c) also indicates 
that service users value the presence of Psychologists in leadership positions 
within teams, largely in order to provide an alternative perspective and 
potential challenge to the traditionally dominant medical model. It can be 
argued that Psychologists are particularly well placed to lead in the delivery of 
service user agendas, such as increased choice and access to psychological 
therapies, increased emphasis on wellbeing and prevention and on diversity 
and social inclusion (DoH, 2000).
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4. Models of Leadership
The meaning of clinical leadership, the current context for Psychologists 
working within mental health services and some of the key issues around 
taking a leadership role within teams have already been discussed. There is 
also, however, an extensive body of literature on the concept of leadership 
that can inform our understanding of what an effective clinical leader may look 
like. Theories of leadership are numerous and varied (Northouse, 2007), 
however the New Ways of Working leadership document (BPS, 2007b) 
suggests a few that might be most relevant to clinical leadership within mental 
health services. This essay will look at three of these theories; transactional, 
transformational and situational leadership.
4.1 Transformational Leadership
Transformational leadership is currently gaining momentum and popularity in 
the more recent literature (Northouse, 2007). It is based largely on the work of 
two authors writing at around the same time; Burns (1978) and House (1976), 
and focuses on the role of leaders in raising levels of morality and motivation 
within their followers. The relationship is that of a charismatic role model 
inspiring others rather than a relationship based on exchange principles, as is 
the case in transactional theories (see below). Burns highlighted the difference 
between these two approaches, and further developed his transformational 
theory to include an understanding of leaders as being able to help their 
followers achieve a common goal (Burns, 1978). House’s charismatic 
leadership theory was very similar but perhaps put more emphasis on the 
personal characteristics necessary in such a leader. He felt that leaders could 
provide a bridge between the team identity and that of individual team 
members via modelling of desirable attitudes and behaviours (House, 1976). 
In 1985 Bass combined these two theories and developed them to come up 
with a model of transformational leadership (Bass, 1985). This model took the 
form of a continuum with a transformational style at one extreme, a laissez- 
faire attitude at the other and transactional approaches in the middle, 
somewhere on a continuum between the two. Bass further defined
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transformational leadership into four factors which assist team members in 
reaching their full potential via effective motivation, stimulation, charisma and 
considering individuals within the team (Northouse, 2007, pg.181). In many 
ways this theory seems to match most closely the definitions of clinical 
leadership discussed at the start of this essay (see section 2.1), and clearly 
has much merit and a great deal to offer in terms of developing clinical 
leadership skills. There are however some potential criticisms. The key 
difficulty as far as I am concerned is that transformational leadership still 
describes what is essentially a linear relationship between leader and 
followers, and pays little attention to circular patterns of influence (Northouse, 
2007). As a result, leaders are still highly powerful individuals whose priorities 
and agenda would be difficult to challenge. Transformational theories try to get 
around this by suggesting that leaders should increase morality and hold in 
mind worthy goals (Burns, 1978), however this is a far more complex concept 
than this theory acknowledges, as I have already discussed in terms of 
marginalised and dominant discourses. This approach assumes that shared 
goals and values are possible to define, and that different agendas within a 
team can be assimilated towards a common ‘worthy’ goal, which is simply not 
necessarily the case. Despite this fundamental flaw, much of the literature on 
clinical leadership within the NHS suggests that transformational leadership is 
the most desirable and suitable model (BPS, 2007b).
4.2 Transactional Leadership
Again originating in the work of Bass (1985), transactional leadership differs 
from transformational leadership in that it is based more on a performance- 
reward relationship between leaders and followers. In this respect the model 
clearly suggests more of an overlap between management and leadership, 
and affords the leader more power within the organisation (Northouse, 2007). 
Bycio et al. (1995) describe this style of leadership as the exchange of 
“...rewards for appropriate levels of effort and performance” (Bycio et al, 
1995). One of the drawbacks of this approach, however, is that team 
members are much less able to act in any way contrary to the agenda of the 
leader, therefore enabling less of a collaborative approach (Northouse, 2007).
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This model does provide a clearer and more visible approach to leadership, 
though, which is in line with one of the recommendations of the NHS 
Leadership Centre (2005), i.e. that leadership clarity is key to promoting 
innovation and improved service delivery within teams.
Interestingly, transactional leadership is discussed in many of the policy 
documents on leadership within the NHS, and indeed often in the wider 
literature on leadership as a potentially less suitable model than 
transformational leadership (BPS, 2007c; Bycio et al, 1995), however there is 
evidence to show that it can be equally effective in facilitating the use of 
evidence based practice within mental health teams (Aarons, 2006). Although 
this is clearly not the only focus of clinical leadership, it nevertheless provides 
a challenge to the assumption of transformational leadership as the superior 
model in this context.
4.3 Situational Leadership
Situational leadership is perhaps the most widely used approach addressed 
here, and is popular within organisational leadership (Northouse, 2007). It was 
originally defined by Hersey & Blanchard (1969) and suggests that leaders 
should be flexible in the kinds of leadership that they employ in different 
situations. Possible approaches lie on two dimensions, directive and 
supportive leadership, with different leadership styles comprising of differing 
levels of these two dimensions (Northouse, 2007). This model is somewhat 
different from the transactional and transformational approaches, as it is much 
more adaptive, and allows leaders to respond to teams and individuals in a 
more flexible way. Another strength of this model as far as I am concerned is 
its capacity to encompass and respond to change, both at individual, team 
and organisational levels, a feature which is critical in an the ever-changing 
organisational landscape of the NHS. One drawback of this model, however, 
is that, although flexible, this is within boundaries as the theory is also quite 
prescriptive in nature (Northouse, 2007). These prescribed leadership styles 
do not have a solid evidence base and are also not well validated (Vecchio, 
1987; Northouse, 2007).
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4.4 Emergent vs. Appointed Leadership
Although much of the focus so far has been on formally identified and defined 
leadership roles, this is not the only possibility. Leaders can either be 
appointed or can emerge within teams where there is a need. It has been 
suggested that this kind of emergent leadership is dependent upon personality 
type (Smith & Foti, 1998) and upon the emergent leader fitting in with the 
established social identity of the group (Hogg, 2001). This would imply an 
understanding of emergent leadership as selected by and acceptable to the 
group, potentially lending the concept more validity. Emergent leadership is 
not a new concept, for example, Crockett in 1955 argued that emergent 
leadership occurred where the appointed leader was not adequate or 
acceptable to their followers. Crockett's argument leaves the possibility open 
for appointed leaders to be potentially less powerful than those that emerge 
from within the team ranks. This could have important implications for those 
considering taking on clinical leadership roles insofar as one needs to be both 
effective and acceptable to the team as a whole. This also has implications 
with regard to the above models and theories of leadership practice, perhaps 
necessitating an integrative approach drawing on aspects of all these 
approaches according to the specific needs of the team and context.
5. Personal Reflections
The essay has focussed largely on the recent and emerging importance of 
clinical leadership, and the expectation that Clinical Psychologists take up 
some of these roles within multi disciplinary teams (BPS, 2007a; NWW, 2007). 
This seems to be based, however, on the assumption that Psychologists do 
not currently take on leadership roles within such teams. Although large 
numbers of Psychologists have not taken on formal leadership roles, my 
personal experience is that many undertake the work and role of a clinical 
leader in a less formally recognised way. This perhaps echoes the discussion 
above on emergent and appointed leadership. My intuitive opinion is that
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emergent leadership is not unusual amongst many Clinical Psychologists 
working in team contexts. This is not, of course, always the case, and I do feel 
that the history of the team, and in particular the dominance of traditional (by 
which I mean ‘medical’) discourses can provide a barrier to such forms of 
leadership. My experience is that this can also differ according to the type of 
service and the values of individual team members. Also, many Clinical 
Psychologists will find it difficult to take on even formalised leadership 
positions, either because of their working arrangements (e.g. part time or flexi­
time workers) or because other team members might be more effective and 
skilled leaders (either through training or personal characteristics) than they. 
Inevitably I have had to focus largely on leadership within multi disciplinary 
teams, however not all Psychologists work in such teams, and many indeed 
may occupy posts split across more than one team, which could have 
implications not just for leadership but also for team identity and cohesion. 
Personally I think that clinical leadership opens up exciting opportunities not 
just for Psychologists but for other professionals working in mental health 
settings. It provides a more formalised opportunity to disseminate 
psychological knowledge and theory, increase engagement with service user 
agendas and perhaps to begin to reflect on how teams can negotiate and hold 
in mind multiple discourses. Leadership opportunities also provide 
Psychologists with an opportunity to add to our perceived value in a climate 
where initiatives such as lAPT are introducing larger numbers of less skilled 
and cheaper to employ workers (NWW, 2007).
6. Conclusion
This essay has attempted to provide a broad definition of clinical leadership 
based on current policy and literature, and investigate some of the key issues 
in taking on this role for Clinical Psychologists working in multi disciplinary 
teams. Inevitably there will be issues that have not been addressed in detail in 
the interests of brevity and clarity, however some of the important themes 
focussed around the integration of Psychologists into teams and our 
appropriateness and suitability for such leadership roles. In short. Applied
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Psychologists seem well suited for the role, and indeed many Psychologists 
may already have become emergent leaders within their teams. For example, 
the dissemination of psychological knowledge, development of an evidence 
base for psychological therapy and the ability to provide a key alternative 
discourse to the prevailing medical model are important elements that 
Psychologists can offer the role, as well as being highly valued assets for 
service users (BPS, 2007c; DoH, 2006). Additionally Psychologists are good 
candidates in terms of promoting a person-centred approach via the use of 
formulation and case consultation and are skilled in providing a reflective and 
supportive space. These are skills which could be utilised and valued by a 
willing and engaged team. It has also been noted, however, that psychology is 
not the only profession within mental health services eyeing up clinical 
leadership roles, and despite appearing to have support from Psychiatrists in 
taking a greater leadership role (DoH, 2005b), it is unclear how representative 
this is of the overall view of Psychiatrists. In terms of leadership models, there 
are several possible theories including those of transactional, transformational 
and situational leadership, all of which have benefits and limitations, and all of 
which could be usefully employed in a clinical context. The situational 
approach has the benefit of flexibility, the transactional approach benefits from 
clarity and the transformational approach has human relationships and 
engagement at its core. What they all have in common, however, is a linear 
approach to leadership. Psychologists, however, have the skills and training to 
utilise these models, and indeed develop as leaders in a flexible and critical 
way. Whether the challenge of clinical leadership will be taken up by all 
Psychologists, and indeed whether it is possible to make it a requirement of 
the job, given the possibility of unappointed, emergent leaders within teams, is 
debateable and will remain to be seen as mental health services, and the 
professionals that deliver them, adapt to the changing NHS climate and 
increasing demands on teams to deliver effective psychological therapies.
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Introduction
I will begin my reflective account my outlining the problem as it was presented 
to us, and how my group chose to interpret it, including a discussion of our 
final presentation and how successful in meeting the initial brief I thought this 
was. I will then discuss how the group came together and changed through 
the duration of the project. I will conclude with a comment on my own personal 
learning, and how it relates to Clinical practice. My own reflections on the 
experience will be offered throughout the account.
The Problem
We were first introduced to the exercise, and indeed into the whole concept of 
problem based learning, on day two of the course itself, which felt a little 
overwhelming. The problem -  The Relationship to Change' -  was also 
something that I found daunting, not least because of its ambiguity. I could not 
imagine how we would shape a worthwhile and informative presentation out of 
such a vague topic, and in such a short time frame. I was expecting something 
more directive and ‘disorder' related at the beginning of the course. Once we 
started work on the subject, and chose an area to look at, it was apparent how 
relevant it could be to the practice of Clinical Psychology.
We approached the problem by initially discussing what change meant to 
each of us within the group, and by the end of the first session we had agreed 
to look at policy change within the NHS, and more specifically the changing 
role of Clinical Psychologists within this context. Making that decision made 
me feel a bit more directed, and like we had something more concrete to work 
on. I then realised how many more decisions we would need to make, for 
example what area of policy change to work on. We agreed to look at the 
proposed New Ways of Working changes (British Psychological Society, 
2007a), and each researched one of the seven strands to feed back to the 
group. I was pretty daunted when I first looked at the consultation document;
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however I felt that I had a much better feel for the policy once we discussed it 
together.
We decided to look at the changing role of Clinical Psychologists within the 
New Ways of Working proposal (BPS, 2007b), and ideas for our presentation 
started to come thick and fast. We wanted to present the views of different 
groups of people in order to illustrate the potential impact of this change and 
originally intended to research some opinions from Service Users, Clinical 
Psychologists and Trainees, however when we discussed this with our group 
facilitator he advised against it. We were forced to be brave enough to present 
‘stereotypical’ views formed of our own opinions. This process of owning our 
views felt a bit unnerving to begin with, however working on the task together 
somehow made it feel ‘safer’.
We then settled down to the task of defining the ‘views’ that we wanted to 
present. We agreed to include a Service User and a GP, and also to portray 
two kinds of Clinical Psychologist. The first we could agree on, as many 
members of the group felt that a lot of Clinical Psychologists already operate 
in the way that New Ways of Working (BPS, 2007b) suggests. The other 
Psychology perspective caused a little more tension, however. The group 
wanted to present the view of an ‘old fashioned’ Psychologist who wanted to 
be a therapist and little else, and it was suggested that this could be a part- 
time female Psychologist with children. I was quite unhappy with this role, as I 
felt that it supported the assumption that Psychologists who are working 
mothers are not as ambitious and do not pursue management and leadership 
opportunities. In retrospect, I was somewhat over-sensitive and defensive 
about my own position as a working mother. I was offended because this role 
was so different from how I see myself now, and how I envisage my career 
might be. The group were really receptive to my concerns, though, and I felt 
able to voice this matter of personal conflict. We agreed to change the role to 
that of a working father.
We finally got our presentation together on the last morning, and the haste did 
show. We had to spend much of our preparation time getting our heads
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around the content, and forming our own opinions on the policy. This lack of 
attention to the aesthetics of the presentation did become clearer to us as we 
watched the other groups, who all presented before us. Their presentations 
seemed much more humorous and dynamic than ours, with lots of role plays 
and spoof T.V. programmes. This did increase my anxiety over our offering, 
which was more of a traditional ‘stand up and talk' presentation interspersed 
with the different viewpoints we had defined.
There are many different ways in which we could have done things differently 
-  for example presenting in more of a panel debate format, or using more 
visual aids, but I do think that our presentation stood out from the others in 
terms of its content. We were the only group that looked at the political and 
organisational changes that are going to shape our future as Clinical 
Psychologists, and conveyed these in an accessible and understandable 
manner.
If I could change anything, however, I would have looked in more detail at 
possible theoretical contexts for these changes. We were conscious at the 
time, as I am now, of how little theory we included, and in hindsight this is 
something we should have considered from the start.
The Group
We first met each other as a group on the second day of the course, and I was 
not that apprehensive as I had already met some of the group members 
previously. Actually, I was looking forward to the small group work as a 
welcome antidote to the large and unwieldy size of our entire cohort.
I did get the feeling that there seemed to be a mixture of characters within the 
group, some more confident than others, and recall being aware of keeping 
my tendency towards over-confidence in check to allow others within the 
group the space to contribute. In addition to this, one of our group was missing 
from this initial meeting. This became particularly important to me as we
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progressed into discussing the problem and choosing an approach. I was 
aware that our absent colleague would have to come into the group context, 
without knowing anyone, and have to work and engage with an idea and 
direction that had been agreed in her absence. Luckily, our missing group 
member joined the group the following week, and engaged with the approach 
enthusiastically. I do think that her absence from both this first and one 
additional subsequent session affected our development as a group. We only 
began to ‘come together’ and work in an effective way at the very end of the 
exercise, as I have already discussed in reference to the development of the 
presentation. This can be applied to Tuckman’s (1965) model of group 
process, whereby groups pass through several stages from ‘forming’, to 
‘storming’, to ‘norming’ and then ‘performing’. I do not think we really made to 
the ‘performing’ stage, where the group works to its maximum ability, fully 
utilising the skills that all members bring to the enterprise, largely because we 
spent much of the exercise still ‘forming’ and getting to know one another.
One of the key tasks of our first meeting, we were told, was to elect a chair 
and a scribe from within the group for this exercise. It became clear that most 
of the group were not too keen on the idea of chairing, and myself and one 
other member volunteered on the proviso that we would only carry out the role 
if absolutely no-one else wanted to volunteer, as we both had quite 
considerably prior experience in such positions. This led to a lively discussion 
around the subject of gender inequality within the group, and the other 
volunteer was the only male trainee in our midst. We considered the effect 
that his election as chair would potentially have upon the power dynamic 
within the group, and it was eventually decided that I would chair instead. This 
is a shame, as I did feel that his eligibility for this role was essentially vetoed 
as a result of gender, which felt a little discriminatory, although I do also agree 
that the gender dynamic within the group could have changed considerably 
had another decision been made.
As it turned out, chairing the group was quite an easy task, and largely an 
administrative one, as we had quite a directive staff facilitator who took on 
many of the functions such as time keeping, and keeping the work relevant
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and productive during the sessions that he attended. This could at times be 
frustrating, especially in terms of negotiating the dynamic between the 
facilitator and chair, however his direction and support were also at times 
reassuring and validating, and made me feel that the work we were focussed 
on was valuable and credible.
It was interesting to see the change within the group, both as a whole and in 
individual members when the facilitator was not at the session, however. 
Many of the quieter members became more vocal and engaged, and the 
group as a whole was less restrained and more creative. The facilitator was 
important for us, however, as he ensured that we were realistic about what 
could be achieved in such a short time frame, and helped us to harness our 
creative ideas and energies into a presentation format.
Personal Development
Although I had heard of New Ways of Working before starting the course, I did 
not really have much of an understanding of its implications. Not only did this 
project enable me to get to understand the proposal, it also highlighted the 
need to be forward thinking, and on top of organisational changes such as 
this. It is impossible to avoid the implications it may have for me as a 
practitioner, and for the services I will work in, whilst also bearing in mind that 
by the time I qualify there may be different changes afoot!
This understanding of New Ways of Working has, in fact, totally changed my 
approach to Clinical training. The project has encouraged me to think about 
the kind of Clinical Psychologist I would like to be -  something I had not 
envisaged this near to the start of my training -  and changed my approach in 
that I now actively seek out opportunities within my placement and teaching to 
gain experience in supervisory, consultative and leadership skills. My learning 
in this respect has continued into my placement, and informed the way I 
approach my work, and the kind of support I look for from my supervisors.
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Taking part in this project has also made me consider ways of leaving my 
personal opinions and feelings outside of the Clinical and learning 
environment, whilst also acknowledging them. I feel now that I should have 
been able to work with the ‘working mum’ character that the group devised, 
and feel better able to do so in future.
Conclusion
This exercise raised several themes and issues for me. Gender was a theme 
that was raised in several contexts, and was clearly an emotive subject for 
many members of the group, as well as for myself. Issues that we worked on 
and needed to resolve collectively included gaining the confidence to express 
our own opinions rather than rely on quotes from others, and achieving 
cohesion as a group given the short period of time we had to get to know each 
other and work together, and the absence of one of the group members for 
two of our six sessions together. I do feel, however, that the group dynamic 
developed through the project, and I have come away with new learning that 
will inform my Clinical practice for years to come.
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Introduction
This reflective account relates to a problem based learning (PBL) exercise 
carried out on the subject of working with people in later life, their families and 
the professional network. The task was shared between two cohorts of Clinical 
Psychology Trainees and groups for the task consisted of a mixture of 
trainees from these two cohorts. The task was based around a case example 
and culminated in a presentation to colleagues.
The Problem
I was initially unsure and a little apprehensive of what the problem for this PBL 
exercise might be. I knew that it would involve trainees from two cohorts at 
different stages in our training and wondered how the problem would 
encompass our different clinical interests and experience. The initial 
introduction did little to allay these worries. A large amount of information was 
presented which had been sent to the other cohort in advance but not to me 
and my colleagues. Although this was a simple administrative error, it left me 
feeling less prepared in addition to less experienced. Despite this, the 
knowledge that the inter-cohort nature of this exercise had come about 
because of our suggestions for increased opportunities to work across cohorts 
gave me a greater sense of investment in the project, and helped me get past 
some of these initial fears. The problem itself was not uncomplicated and 
related to older adult mental health. Although this is an area that I have not yet 
worked in, I don’t think that this was a disadvantage necessarily, as it enabled 
me to think about the problem with perhaps fewer assumptions than might 
otherwise have been the case, and approach the task with a genuine sense of 
curiosity. The problem related to a 69 year old man called Mr Nikolas who had 
been referred with short term memory difficulties. Although it was not stated 
that dementia may be a possibility, this is hinted at in the scenario. We were 
given little guidance on how to present on the problem, and were free to 
interpret the material in whatever way we felt was appropriate. To carry out 
this task we were organised into new groups which were comprised of a
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roughly equal number of members from two different cohorts of Clinical 
Psychology Trainees.
The Group
The changes in the set-up of this PBL in order that two different cohorts could 
work together came about as a result of suggestions made to the course team 
collectively by trainees. This gave me personally a sense of ownership and 
investment in the initiative, and perhaps more determination to make the 
venture a success in order that it can continue. My fellow group members also 
expressed a similar sentiment, and certainly seemed equally keen to ensure 
that we got the most out of the task. The changes did mean that all of the 
groups, including mine, were effectively ‘new’, as they were all made up of 
trainees who had not previously worked together as a group. Our first 
meeting, therefore, was largely taken up with introductions, and thinking about 
how we might function as a group. This was further complicated by the 
absence of one group member for this first session, which made it a little 
difficult to plan, and further meant that we were taking decisions about how we 
would interpret the problem in her absence. We then learned that this member 
would not be joining our group at all, which although it left us short on 
numbers made me personally feel more comfortable with continuing with our 
original plans. The discussions that the five remaining group members had 
during our first meeting felt so critical both to the presentation and to my sense 
of belonging to the group, that anyone joining the group subsequently would 
have been at a considerable disadvantage in terms of understanding, and 
would have had to ‘tow the line’ to a large degree. There is also the question 
of group identity and cohesion, particularly given that the group was convened 
for this exercise alone. That first meeting enabled us to talk freely with one 
another about our personal experiences as a Trainee Clinical Psychologist, 
and established a great deal of common ground and shared understanding. If 
looked at in terms of Social Identity Theory (Tajfel & Turner, 1979; Tindale et 
al., 2001) we established commonalities between us as individuals and as a 
professional group to constitute criteria for group membership, and indeed to
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lend our group some distinctiveness compared to others taking part in the 
exercise. This is in contrast to a previous experience I have had in a multi 
disciplinary problem based learning exercise, where my group consisted of 
two Trainee Clinical Psychologists and four Dieticians. This group had very 
much felt divided, with a ‘them and us’ effect according to everyone’s 
professional affiliation. I think that the difference in this task was not just our 
shared professional identity alone, but the opportunity during our first couple 
of meetings to jointly negotiate the membership criteria of our group, or 
according to Social Identity Theory, the ‘prototype’ for group membership 
(Tajfel & Turner, 1979). This was done through the identification of shared 
experiences and also shared frames of reference in relation to the problem 
that we were presented with. I think that the absent group member may have 
found it difficult to establish themselves within the group as a result. Of 
course, division within this group may also have been possible due to our 
membership of different cohorts, and our different stages of training. Indeed, I 
did have some concerns about this prior to starting the task, however I did not 
think this was a problem and I feel that Trainees from either cohort were 
equally powerful members of the group. Again, this was almost certainly 
overcome by our initial negotiation.
Social identity theory was originally applied to groups which came together 
‘naturally’ and where individuals chose membership, however we did not have 
the opportunity to select to be a member of this group or otherwise. The 
theory has developed beyond its original form, however, and has more 
recently been used in relation to cohesiveness within smaller groups (Hogg, 
1996; Tindale et al, 2001). I felt that Social Identity Theory was a useful 
framework with which to understand the group process in this instance, as it 
does not rely on an understanding of group process in terms of stages in the 
way that other theories do (e.g. Tuckman, 1965). Arguably we were not 
together as a group for long enough for stage theories to be as useful. This is 
not to suggest that the group did not develop, but I feel that the most pertinent 
issue was group membership and cohesion.
I think we worked together well as a team, and it certainly seemed like 
everyone was invested in and committed to our shared task. There was little
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conflict within the group, however it may be that we were not together for long 
enough for tensions to arise. Some of the differences that I was concerned 
about in terms of power imbalances between the more and less experienced 
Trainees also did not materialise, however I wonder if this could also be 
related to the way in which the group negotiated membership properties.
The Presentation
Our discussion about the problem really began with everyone generating and 
sharing our ideas, until some areas of common agreement began to emerge. 
One point that we all noticed from the start of the project was the relative 
absence of Mr Nikolas’s voice from the ‘problem story’ that had been 
presented to us. We had no sense of his thoughts and feelings about the 
referral but lots of input from others. This led us to wonder whether this is a 
common occurrence in services, particularly those catering for the needs of 
older adults. Certainly a couple of the group members had experienced 
professional situations where the main contributions and opinions came from 
the family and professionals around the client rather than the client 
themselves. Indeed, the Department of Health recognised this as a problem in 
the National Service Framework for Older People (DoH, 2001), stating that 
“Older people should be treated as partners In their own care..." (DoH, 2001, 
pg.6) but acknowledging that “Older people and their carers have not, 
however, always been treated with respect or with dignity... nor have they 
always been enabled to make Informed decisions through proper provision of 
Information about care." (DoH, 2001, pg.23). We began then to think about 
ways that we might highlight this need for a more collaborative approach to 
service user involvement and inclusion in care planning, and wondered how 
service users might respond if they were party to some of the conversations 
about them that often occur within teams, for example at referral and 
allocation meetings.
Another recurring theme from our initial group discussions that later came to 
inform our presentation was the issue of working psychologically within teams. 
Within the group there were a range of experiences of team working, ranging
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from teams that were open to psychological ideas and discourses through to 
other teams that were very organised around a ‘medical model’ of 
understanding mental illness. We decided that these two issues, of working 
psychologically in teams and service user inclusion, had some common 
ground and decided to structure our presentation accordingly, using the case 
material to illustrate these two professional issues. Indeed, the New Ways of 
Working document that looked specifically at working psychologically in teams 
(BPS, 2007) cited developing service user involvement as a key role for 
Clinical Psychologists working in multi-disciplinary teams.
Our final presentation tried therefore to encompass these two key areas, and 
consisted of a video recorded spoof team referral meeting which was watched 
by the characters from the case example, who gave their views as the 
meeting progressed. We deliberately presented the team members as 
exaggerated stereotypes of what we as a group regarded as ‘poor practice’ in 
these areas, and placed the client and family as ‘flies on the wall’ to a meeting 
that they would not usually be able to attend. We were not necessarily 
suggesting that clients should be able to attend referral meetings, as this 
would not be practicable, but perhaps rather sought to suggest that in all of 
our professional communications about cases we should be mindful of the 
impact of these conversations upon the service user in question.
Putting Learning into Practice
The direct application of learning from this PBL task to working with older 
adults will have to wait until a little later in my training, as I am currently 
carrying out my clinical work within a Child and Adolescent Mental Health 
Team. The fact that we decided to focus more on professional issues, 
however, means that much of what I have learnt from this exercise can be 
applied in many different clinical settings. The issue of service user 
involvement, in particular, is one that in my experience so far can often be 
either marginalised as a priority or paid lip service in a rather tokenistic way. I 
think that this task has certainly enabled me to be bolder in asking teams 
about how they enable service user involvement. This exercise has also
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influenced my clinical work in terms of how I interact with other team 
members, and in particular how I develop ways of supporting the teams I work 
in to think more psychologically. It has also made me stop and think much 
more carefully about the assumptions that I make about clients, and in 
particular to be more critical of sources of information and prominent opinions 
in referrals.
Conclusions
This PBL exercise centred around a case example in the context of work with 
older adults. My group chose to use this to highlight professional issues 
around service user involvement and working psychologically in teams. The 
cross-cohort group experience was a positive one for me, with my group 
working well and establishing shared experiences and a relatively good 
degree of group cohesiveness early in the exercise.
61
PBL Reflective Account Two
References
British Psychological Society (2007). New ways of working for applied 
psychologists In health and social care: Working psychologically In teams. 
Leicester: British Psychological Society.
Department of Health (2001). National Service Framework for Older 
People. London: Department of Health.
Hogg, M. (1996). Social identity, self-categorisation and the small 
group. In E. White & J. Davis (Eds.) Understanding group behaviour: Small 
group processes and Interpersonal relations, Vol. 2. Mahwah NJ: Erlbaum.
Tajfel, H. & Turner, J. (1979). An integrative theory of intergroup 
conflict. In W.G. Austin & S. Worchel (Eds.) The social psychology of 
Intergroup relations. Monterey CA: Brooks/ Cole.
Tindale, R.S., Meisenhelder, H., Dykema-Engblade, A. & Hogg, M. 
(2001). Shared Cognition in Small Groups. In M. Hogg & R.S. Tindale (Eds.) 
Blackwell handbook of social psychology: Group processes. Oxford: Blackwell 
Publishing.
Tuckman, B. (1965). Developmental sequence in small groups. 
Psychological Bulletin, 63(6), 384-399.
Tuckman, B. & Jensen, M. (1977). Stage of small-group development 
revisited. Group & Organization Studies, 2(4), 419-427.
62
PBL Reflective Account Three
Increasing Access to Psychological 
Therapies (lAPT)
Problem Based Learning Reflective 
Account Three
February 2010 
Year Three
63
PBL Reflective Account Three
Introduction
The problem based learning (PBL) task that we were presented with at the 
beginning of this project was based around the government mental health 
initiative Improving Access to Psychological Therapies (lAPT). This is a recent 
service delivery agenda aimed at providing a therapy service, largely at a 
primary care level, for those people who may not have previously been able to 
access traditional mental health services.
lAPT is an initiative that has been discussed quite a bit elsewhere in our 
training and I thought that I had ample chance to think about its implications. 
As a result, I have to admit that I was less than enthusiastic when the task 
was introduced to us. This was also informed by my personal feelings about 
lAPT. At the start of the project I did not have a particularly favourable opinion 
of the lAPT initiative, largely due to its focus on Cognitive Behavioural 
Therapy (CBT) almost to the exclusion of any other therapeutic approach. 
This does not accord with other NHS objectives, such as providing greater 
treatment choice for patients (DoH, 2006). Through the course of the PBL 
exercise, however, my knowledge about lAPT has increased, and I have 
taken something away from the experience.
I will begin this account by describing the PBL task in more detail, then the 
group with whom I carried out this task and the presentation that we gave at 
the end of the project. I will finish by thinking more about the learning that I 
have gained from this exercise and specifically the implications for my clinical 
practice both currently and in the future.
The Task
The task was to ‘prepare a consultancy report on how the effectiveness of 
lAPT can be assessed’.
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The subject and focus of this task firstly raised some confusion for both me 
and the other members of my group about how creative we could be within the 
remit given. I was also concerned about how we would be able to develop an 
interesting and engaging presentation out of something that, at first glance 
seemed potentially quite dry. I think that these worries were shared by my 
fellow group members, and consequently during our first couple of meetings 
we did not talk at all about how we might present our thoughts.
We approached the task in two ways. Firstly, we debated potential ways of 
evaluating and assessing a service such as lAPT, and the idea of focusing on 
qualitative methodologies emerged. I do not know if this was due to a few 
voices within the group that are particularly passionate about such 
approaches or whether a qualitative focus was a welcome alternative to value 
placed upon the randomised controlled trial within the National Institute of 
Health & Clinical Excellence (NICE) guidelines, upon which lAPT is heavily 
based (NICE, 2004). It was certainly the latter which motivated me personally 
to support this kind of approach.
We then went on to look at how lAPT services had been assessed to date, 
and found that much of the rationale for the development of, and funding for 
lAPT services across England & Wales is based upon initial outcome data 
published by the two lAPT pilot sites in Doncaster and Newham (Clark et al, 
2007). There are some major flaws in this data, including the omission of any 
data from service users who dropped out having attended no more than one 
session, or who chose not to access the service once offered. Also, the two 
pilot services were run in quite different ways and no service user satisfaction 
data was published, making it hard to establish exactly what worked within the 
services.
After reviewing this data and talking about our preferred methods of evaluation 
we decided to argue the case for embedding a qualitative piece of research 
that might explore some of the above issues within the more ‘acceptable’ 
quantitative outcome measurement research.
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The Group
We were divided into groups for the purposes of the exercise, with each group 
being made up of a mixture of trainees in their second and third year of 
training. I think that mixing trainees from different cohorts had both 
advantages and disadvantages. On the plus side, it is a good opportunity to 
get to know and work with trainees that you may not have previously known, 
however the differences in stage of training did have its drawbacks, 
specifically in terms of outside pressures and stressors that people were 
dealing with at that time.
In our group these differences were further exacerbated by quite a wide range 
of personality and learning styles. Whilst I think that this is a positive part of 
group work, and can bring a range of opinions to the table, it can also be quite 
challenging when you have a time limited task and do not have the time or 
scope to be able to fully explore and negotiate these differences. This is 
precisely what happened in our group, leading to feelings of frustration. Our 
first couple of meetings were spent discussing our thoughts about the task 
and generating possibilities. Some of the group members would clearly have 
been more comfortable spending longer doing this and the task began to drift 
without the group making any decisions or dividing up tasks and 
responsibilities. This did feel as if we were not achieving much, however this 
could be more related to my personal style and the time constraints that I was 
under. Certainly my working style did not accord with some others in the 
group, which would not have been so much of an issue if we had been more 
established, or had more time to negotiate these differences.
Eventually one member of the group assumed the role of chair, although this 
was not assigned nor labelled as such. Nobody seemed to object to this move 
and it did result in the group becoming more focused and productive. I was 
personally relieved that someone had assumed this role and that the group 
had more direction. In occupational settings this is known as ‘emergent 
leadership' and is described as a concordance between the need for an 
effective leader and the presence of an individual who possesses the
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appropriate personal characteristics and is acceptable to the team that they 
lead (Hogg, 2001; Smith & Foti, 1998).
When I reflected on how the group approached this task, it partly seemed to 
concord with Tuckman’s model of group process (Tuckman, 1965). The early 
couple of meetings, and my frustration at the group’s apparent inertia were, I 
think, the result of not having enough time to negotiate the initial ‘forming’ 
stage of Tuckman’s model. This was not helped by the fact that, after the first 
meeting, the next occasion when all of us were able to attend a meeting at the 
same time was the day of the presentation. The inability to effectively form as 
a group contributed to my experience of the next part of Tuckman’s model: 
‘storming’. Although there was no explicit conflict, there was a feeling of 
tension and a tangible sense of relief when a group leader emerged to take 
control of the process.
This is the point where the model does not concord so well with my 
experience within this task. The group was far too fragmented and met too 
scarcely for me to ever have felt like we were ‘norming’, or working well and 
coherently, although we possibly did have a moment of ‘performing’ when the 
final presentation came together. Tuckman later added a fifth stage to his 
model, that of ‘mourning’ which related to group endings (Tuckman & Jensen, 
1977). The ending of this group was one of relief rather than grief as far as I 
was concerned, and again was compromised by the absence of a group 
member, although perhaps this was appropriate as this was a theme 
throughout the task. This was possibly representative of the lack of cohesion 
within the group itself.
The Presentation
Once the group became more task focused, our thoughts turned to the 
presentation. Our final presentation mixed together different media. We began 
with a presentation of the key outcome findings, and our rationale for 
suggesting a qualitative methodology. We then presented a couple of role 
plays, between two GPs and two service users respectively, in order to 
demonstrate some of the richness of meaning and diversity of opinion that a
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quantitative evaluation would not capture. We then used flipchart paper to 
discuss some of our reflections on the content and process of the task. I do 
not remember the group sitting down and making a conscious decision to 
present our material in this variety of different ways, I think perhaps this 
emerged more from the different learning styles and preferences within the 
group, which felt like one of the most collaborative aspects of the task for me.
I volunteered for the formal ‘presentation’ element, which I am relatively 
comfortable doing. A the time I told myself that this was a good way of utilising 
my strengths for the good of the group as a whole, however in reality it meant 
that I was able to avoid taking part in a role play, which I am much less 
comfortable doing. I am usually much more active in trying things outside of 
my comfort zone, but this PBL task came at a time when the other stressors of 
the course were so great that I was happy to take the easy option when it was 
offered!
I was also anxious about how the presentation itself would go, as it felt like we 
had spent a lot of time procrastinating and as a result had not rehearsed as 
much as I would have liked, however I am aware that this feeling undoubtedly 
reflects a personal preference. This feeling of anxiety was exacerbated by the 
fact that we would be the last group to present, and I was concerned that 
other groups may have taken a similar approach to us. My fears in this regard 
were not realised and all of the groups presented quite different ways of 
approaching the problem, with nobody ‘stealing our thunder’ as it were. We 
were also missing one group member, as one person was unwell and unable 
to attend the presentation at quite short notice.
We did overcome these challenges well, and managed to present our 
thoughts in an interesting and engaging way, despite these difficulties. In 
hindsight I do think that we could have spent more time thinking about the kind 
of qualitative methodology in more detail, and perhaps elaborating on the 
approach by suggesting pros and cons of different qualitative approaches, 
such as grounded theory or interpretative phenomenological analysis (IPA).
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Implications for Practice
This task has impressed on me the importance of being open-minded about 
change, and that, rather than dismissing a new initiative because it doesn’t 
concord with my personal values, to consider what I as a qualified Clinical 
Psychologist could contribute to the process. This could include:
• Critical thinking and evaluation skills
• Training in conducting and critiquing multiple research approaches
• Training in and understanding of therapeutic approaches broader than 
CBT
It has also brought home the reality of working within the NHS, which is an 
organisation in a constant state of change. If I am feeling this way about 
changes like lAPT, are other professionals likely to hold similar feelings? And 
if so, what implications could this have in terms of relationships and 
communication between different services, and the knock on effects for 
service users. Psychologists have a broad range of leadership skills that can 
help facilitate discussion amongst professionals and contribute to the 
processes of change.
There are parallels here with major service changes that are happening within 
the trust I am on clinical placement within. Reflection on lAPT has enabled me 
to think about my approach to other service changes. For example, even in 
my capacity as a trainee I can model an open minded and curious approach to 
change within the teams that I am working in.
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Summary
This account describes a university-based discussion group involving myself, 
six other clinical psychology trainees and a facilitator from the PsychD Clinical 
Psychology course team. It reflected upon the group composition, content and 
process as well as on areas of personal and professional development as a 
result of my involvement.
The novelty of the group experience for me was discussed, including how the 
group negotiated its focus and content. It was observed that, while there was 
little room for reflection on group process, this made the group feel like a ‘safe’ 
place, and perhaps this was useful at this stage in our training. It was 
recognized, however, that in order for the group to be beneficial to its 
members in the future, greater opportunities for reflection would be necessary.
The inter-group relationships were explored, particularly the power dynamics 
between the group members and facilitator. These relationships and their 
impact on both group process and content were explored with the use of 
discourse theory as described by Foucault (1972).
Discussion of my role in the group focused upon my frustration at times due to 
feeling as if I had been expected to adopt a particular kind of role within the 
group, however the account also reflects on the learning that I took away from 
this experience. In particular it has provided me with an opportunity to reflect 
on the experience of service users within therapeutic group, and the 
importance as a facilitator to be attentive to group process in such situations.
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Summary of PPG Process Account Two
Summary
This account reflected on my ongoing experience of participating in a Personal 
and Professional Learning Discussion Group (PPG), and was written after the 
group had been meeting regularly for two years. It builds on the previous 
process account. Key themes in this account were avoidance of conflict within 
the group, and a lack of clarity around the aims
Much of the discussion in this account was about group process and in 
particular the effect of changing group membership upon this. There were 
several changes experienced by the impact of this upon the group was not 
discussed at all. It was argued that social identity theory (Taijfel & Turner, 
1979) could be usefully utilised to reflect upon intragroup processes (Tindale 
et al, 2001) and this approach was used to frame the discussion accordingly.
The account also discussed the perception of tension within the group, 
particularly with relation to process issues that it was felt could not be 
discussed openly. Eco-map’s were used to compare my perceptions of group 
dynamics at the start of the year with those at the end, at the point at which 
the account was written. Another theme emerged around the organisation and 
purpose of the group.
Personal reflections centred upon my feelings of personal agency within the 
group, and the perceived expectations of me from the group. This was linked 
to experiences within professional groups, particularly in relation to multi­
disciplinary team working, a difficulty acknowledged in the New Ways of 
Working documentation (DoH, 2007).
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Clinical Dossier
The dossier begins with summaries of all five clinical placements carried out 
as part of the training programme.
It then contains summaries of four written case reports and of one oral 
presentation of a case. The case reports and documentation from the oral 
presentation are contained in full in volume two of the portfolio.
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Clinical Placement Summaries
Adult Mental Health Placement
Setting: This placement was divided between work in a multi-disciplinary 
Community Mental Health Team (CMHT) and a Specialist Psychological 
Therapies Service. It thus provided experience of working in both secondary 
and tertiary care services. Experience was also gained within an acute 
inpatient unit and a specialist Assertive Outreach Team (ACT).
Clients & Presenting Difficuities: Clients were aged between 18 and 56. 
Presenting issues included Depression, Agoraphobia, Emetophobia, PTSD, 
Asperger's, Anxiety, OCD and Psychosis.
Types of work: Experience of working with both individuals and couples as 
well as joint work with other professionals. I co-facilitated a group CBT 
intervention for people with Depression and/or Anxiety. Neuropsychological 
assessment was carried out, and an MDT meeting was attended. It was also 
possible to attend and contribute to a reflective team for inpatient ward staff. 
Models: Cognitive Behavioural Therapy (CBT) and Narrative Therapy. 
Teaching & Presentation: A presentation was made to regional Clinical 
Psychologists of the results of a service evaluation research project. A training 
session was also jointly written and delivered to inpatient ward staff on conflict 
within inpatient settings.
Research & Audit: A Service Related Research Project (SRRP) was carried 
out to investigate the effectiveness of group CBT interventions for people with 
Depression or Anxiety.
Child & Adolescent Placement
Setting: A tier 3 multi-disciplinary Child & Adolescent Mental Health Service. 
Clients & Presenting Difficuities: Children aged between 4 - 1 7  years old 
and with presenting issues including Depression, Anxiety, blood phobia, ASD, 
ADHD and self harm.
Types of work: Work with individual clients and with families, including a 
weekly Solution Focused clinic. A parenting intervention was carried out as 
well as consultation work to the MDT including attendance at a team meeting.
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Neuropsychological assessments and Autistic Spectrum Disorder 
assessments. It was possible to visit and observe the work of a Child 
Development Centre.
Models: CBT, Systemic and Solution Focused models.
Teaching & Training: A case presentation was made to team psychologists.
Learning Disabilities Placement
Setting: A Community Team for People with Learning Disabilities.
Clients & Presenting Difficuities: Cognitive abilities ranged from mild to 
severe disabilities, including clients with challenging behaviour and limited 
communication. Presenting issues included Depression, bereavement. 
Anxiety. Clients were from a range of ethnic and social backgrounds and aged 
between xxx.
Types of work: Work with individual clients and families directly and with 
parents and carers of people with learning disabilities. I was involved in a 
monthly Family Therapy clinic as part of the reflecting team. I also designed 
and delivered a community group based on positive psychology principles 
jointly with another trainee.
Models: CBT and systemic models. Intensive interaction was used with one 
client, and solution focused therapy with another.
Teaching & Training: A presentation was made to local psychologists on the 
use of Solution Focused Therapy with this client group. A teaching session 
was also written and delivered jointly with another trainee to a team of 
residential home staff on Intensive Interaction.
Service Deveiopment: Focus group research was carried out and written up 
in order to gain service user perspectives on how to involved service users 
and carers in evaluating the MDT service.
Older People’s Mental Health Placement
Setting: An acute inpatient ward for older adults with functional mental health 
difficulties. Work was also carried out within a ward for older adults with 
dementia and within a community neuropsychological assessment service.
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Clients & Presenting Difficulties: Client ages ranged from 65 -  98 years old. 
Presenting issues included Depression, cortical and sub-cortical dementias, 
PTSD and Anxiety.
Types of work: Consultation work to professionals within the ward team, and 
also to a local Crisis Resolution and Home Treatment (CRHT) service. Work 
was carried out directly with both service users and carers and jointly with 
other staff members. It was possible to regularly contribute to ward rounds. 
Models: CBT, Systemic and person-centred approaches.
Teaching & Training: A training session was jointly designed and delivered 
to a local CRHT service on identifying cognitive difficulties in older adults. 
Service Development: I contributed to a protected mealtime’s project, and to 
the development and evaluation of a cognitive stimulation group.
Advanced Competencies Placement:
Setting: A specialist multi-disciplinary Early Intervention in Psychosis Service 
(EIS).
Clients & Presenting Difficuities: Clients who have, or are suspected of 
having, experienced a first episode of psychosis ranging from 14-34 years of 
age. Additional co-morbid presenting issues included substance misuse, 
PTSD, Social Anxiety, Depression and a range of social and forensic issues. 
Clients were from a diverse range of ethnic origins, socio-economic status and 
religious beliefs, including one client who spoke extremely limited English. 
Types of work: It was possible to work directly with service users and their 
families and to work jointly with other members of the EIS team. Consultation 
was provided regularly to the team, both formally via contribution to daily 
zoning meetings and business meetings, and informally to individual team 
members as required. I have gained experience of working with an interpreter 
and have also had the opportunity to consult to a local acute inpatient unit. 
Models: Experience was gained in CBT for psychosis and a range of other 
mental health difficulties as well as family interventions for psychosis.
Service Development: It was possible to support one of the EIS team 
members to develop, deliver and evaluate a psycho-educational intervention 
with local schools.
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Summary of Case Report One
Mrs Brown is a 33 year old woman with Obsessive Compulsive Disorder 
(OCD). She was experiencing intrusive thoughts about causing an accident 
whilst driving and about contaminated food or kitchen equipment. These 
thoughts resulted in behaviours such as driving back and forth over the same 
stretch of road to check for accidents. She is also fearful of having guests in 
her home and frequently replaces her kettle.
Mrs Brown was assessed over two clinical interview sessions and also 
completed the Yale-Brown Obsessive Compulsive Scale (Y-BOCS), which 
suggested symptoms in the ‘moderate-severe’ range. Mrs Brown experiences 
intrusive thoughts in the form of fears about her safety and that of others, and 
interprets these as real, known as ‘though-action fusion’ beliefs (Westbrook et 
al., 2007). Mrs Brown also had inflated beliefs about her responsibility to 
prevent harm. This raised her anxiety which compelled her to ‘neutralise’ the 
thought via the use of safety behaviours (Salkovskis et al., 1998).
A CBT-based intervention was carried out which took the form of exposure 
and response prevention, as recommended by NICE Guidelines (NICE, 2005). 
This involves gradual exposure to the feared stimuli whilst refraining from 
engaging in safety behaviours. The intervention also included some cognitive 
work around questioning responsibility and normalising. Mrs Brown attended 7 
sessions and then decided to discontinue the intervention.
It may have been hard for Mrs Brown to tolerate the ERP work as her 
perception on the ‘risks’ were too high. This is not unusual amongst service 
users with OCD (Salkovskis & Warwick, 1988).
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Summary of Case Report Two
This case report described work carried out with Jo, who is a 25 year old 
woman with a diagnosis of Depression who had previously attempted suicide. 
She described feelings of worthlessness, hopelessness and difficulties with 
rumination. Jo's mood was affecting her sleep and she had stopped working 
or engaging in social activities. Jo's parents had recently divorced, and she 
was highly involved in facilitating communication between them. Jo had also 
recently experienced the break-up of her own relationship, and event which 
immediately precipitated her suicide attempt.
Jo was referred to a Specialist Psychological Therapies service by her CMHT, 
having already taken part in both group and individual CBT interventions.
This intervention consisted of 24 sessions carried out over a 9 month period 
using a Narrative therapy approach as described by White & Epston (1990). 
Techniques included externalising and deconstructing techniques to ‘thicken’ 
Jo’s personal narrative. We looked for exceptions in order to generate 
evidence to challenge Jo’s negative self-image and used a Genogram to 
explore Jo’s family and social network and look for patterns within this.
On-going risk assessment was also an important part of the work, as Jo 
continued to have suicidal thoughts and to threaten self harm throughout our 
work together.
At the end of the intervention Jo’s symptoms had reduced from ‘severe’ to 
‘moderate’ on the Beck Depression Inventory 2"^ Edition (BDI-II) (Beck et al., 
1996) and from the ‘severe’ to the ‘moderate’ range on the Clinical Outcomes 
in Routine Evaluation (CORE) questionnaire (CORE system group, 1998).
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Summary of Case Report Three
Extended Assessment with a 15 year old 
girl with anger management and 
behavioural difficulties
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Summary of Case Report Three
This describes an assessment carried out within a tier-3 CAMHS service with 
Stacey, a 15 year old girl who was referred by her GP for help managing 
some of her riskier behaviours, such as cutting herself and repeatedly running 
away from home.
The initial assessment was carried out over two sessions, which Stacey 
attended along with her mother and stepfather. For the second of these 
sessions Stacey and her parents were separated with her parents meeting 
with another Clinical Psychologist at the same time at Stacey's individual 
session.
An extended assessment then followed which included cognitive assessment 
following questions raised within the CAMHS service and by Stacey’s school 
about her cognitive abilities. This assessment indicated that Stacey had 
difficulties in the areas of verbal comprehension and emotional literacy.
Two meetings were held during this time at Stacey’s school, as she had also 
been finding it difficult to attend and remain within school and there were 
concerns about her educational progress as a result. Stacey’s school also 
rated her as having difficulties with hyperactivity and with peer relationships on 
the teacher report part of the Strengths and Difficulties Questionnaire.
Stacey identified some difficulties with recognising and expressing emotions, 
particularly anger. A therapy trial of six individual sessions was also carried 
out as part of this extended assessment. This therapy took an Attachment 
Narrative approach, as described by Dallos (2006). Stacey engaged with the 
therapeutic process well, and it was therefore decided to offer her a more 
substantial psychological therapy intervention.
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Neuropsychological assessment with an 
81 year old gentleman
April 2010 
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Summary of Case Report Four
This case report described a neuropsychological assessment with Mr Smith, 
an 81 year old gentleman with suspected dementia. Mr Smith lived with his 
wife, who was also his main carer. He had some physical health difficulties, 
including rheumatoid arthritis and an aortic aneurysm. Mr Smith had suffered 
a stroke in 2005 and been involved in a serious road traffic accident 17 years 
ago in which he sustained a head injury. In addition to this Mr Smith had 
suffered a combat injury whilst serving in the armed forces in his 20's. As a 
result, the purpose of this assessment was to ascertain Mr Smith's cognitive 
difficulties and strengths for the purposes of planning care, as his history of 
head trauma made it difficult to ascertain the possible cause of any difficulties.
The assessment consisted of one session to explain the assessment and 
obtain consent, one session of testing and a feedback session. All of these 
were carried out at Mr Smith’s home. Psychological assessment tools that 
could be administered in one session were therefore used, including the 
Repeatable Battery for the Assessment of Neurological Status (RBANS), two 
subtests from the Delis-Kaplan Executive Function System (D-KEFS) -  the 
trail making and verbal fluency tests -  and the Graded Naming Test. The 
Wechsler Test of Adult Reading was also administered in order to provide a 
measure of pre-morbid functioning.
The assessment found that Mr Smith had significant deficits in the areas of 
delayed memory, visuospatial functioning, sequencing of information and 
attention.
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Summary of Oral Case Presentation
Integrative intervention with a 27 year old 
woman with a Learning Disability
September 2009 
Year Two
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Summary of Oral Case Presentation
Description of ciient:
Suzanne is a 27 year old woman with a mild learning disability. She lives at 
home with her parents, and has always lived in the parental home, and 
receives practical assistance from her sister, who lives nearby with her 
husband and children. Suzanne has two other siblings, and older and younger 
brother whom she sees occasionally. Suzanne does not work, is not in 
education and does not attend a day centre. She has few friends and does not 
engage in many activities with other service users. Suzanne does not identify 
herself as learning disabled and believes that her development has been 
hindered by other people's low expectations of her.
Suzanne attended local a special needs school, which she did not enjoy, and 
was teased throughout her childhood for being overweight. She has recently 
lost a significant amount of this weight and has been able to maintain this 
weight loss for over a year. While this has dramatically improved her health 
and appearance, the extent of the weight loss has left Suzanne with some 
excess skin on her arms, legs and torso which cannot be toned up via 
exercise. She has been trying to get some surgery to remove this but has as 
yet been unsuccessful.
I met with Suzanne in the local Community Team for People with Learning 
Disabilities (CTPLD) where she was also receiving support from a Social 
Worker and Occupational Therapist. Suzanne was referred to Psychology for 
help with her low mood and low self esteem. We met for thirteen sessions of 
individual therapy in total. The intervention was integrative in nature, using 
both Narrative Therapy and Cognitive Behavioural Therapy (CBT) techniques.
Description of the presentation:
An oral presentation of the intervention with Suzanne was carried out, which 
included extracts from audio recordings of two of our therapy sessions.
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This outlined the techniques from each of the two therapeutic models that 
were used. CBT techniques included psycho-education around Depression 
and low self-esteem, thought challenging, activity scheduling and goal setting. 
These techniques had to be modified slightly in line with Suzanne's cognitive 
abilities. Suzanne's goals included maintaining her weight loss, widening her 
circle of friends and getting a job
Narrative techniques that were used included drawing out and discussion a 
Genogram of Suzanne's family and friends, including people from her 
professional network that she had contact with. Externalising was also used, 
and Suzanne engaged particularly well with this part of the approach, as it 
allowed her to think about the impact of her excess skin, which she 
conceptualised as a ‘cloak'.
An adapted version of the Hospital Anxiety and Depression Scale (HADS) was 
used as an outcome measure, as suggested by Dagnan et al. (2008). 
Suzanne's Anxiety and Depression scores were both lower at the end of the 
intervention compared to the beginning. Suzanne also fed back that she had 
found it helpful to have the opportunity to talk to someone, and had found the 
problem solving and externalising parts of the intervention particularly useful.
References:
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D. (2008). The psychometric properties of the Hospital Anxiety and 
Depression Scale adapted for use with people with intellectual disabilities. 
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Research Dossier
The research dossier contains both the Service Related Research Project and 
Major Research Projects in full.
The dossier also contains a research log and the abstract from a group 
qualitative research project. Appendices to the dossier contain the details of 
an article published in Clinical Psychology Forum.
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Service Related Research Project:
The effectiveness of CBT offered as a 
group intervention for Depression and/or
Anxiety
September 2008 
Year One
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Abstract
Objectives
To evaluate the effectiveness of a group Cognitive Behaviour Therapy (CBT) 
intervention for people with Depression and/or Anxiety within a tertiary care 
setting. The groups ran for 12 sessions and were based upon the ‘Mind over 
Mood’ manual.
Design
The study employed a within participants design with clients being tested on 
two measures and at two points in time, before and after the intervention. 
Participants
73 clients aged between 19-73 years old took part in eight groups which ran 
between 2005 and 2008. 51 people completed questionnaires at both pre and 
post conditions.
Outcome measures
Two outcome measures were used; the Clinical Outcomes in Routine 
Evaluation (CORE-OM) questionnaire, which measures general levels of 
psychological impairment, and the Beck Depression Inventory (BDI-II) which 
specifically measures levels of Depression symptoms.
Results
The intervention was shown to be effective on both measures and at 
statistically and clinically significant levels. It did seem to have greater benefit 
for those with more severe symptoms at the outset.
Conclusions
Group CBT offered by this service is effective in its current format, however 
further thought needs to be given to whether it is viable to offer the same 
intervention to clients with a mixed severity of symptoms.
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1. Introduction
The provision of good quality Cognitive Behaviour Therapy (CBT) has become 
an increased priority within the NHS in recent years. The publication of the 
policy report by Lord Layard (Centre for Economic Performance, 2006) 
highlighted the effectiveness of CBT in the treatment of Depression and 
Anxiety disorders. The therapy has a strong evidence base, and features in 
the National Institute for Health and Clinical Excellence (NICE) guidelines for 
Depression (NICE, 2007a) and is also recommended as treatment of choice in 
the guidelines for Anxiety (NICE, 2007b).
Although these guidelines refer to CBT offered on a one to one basis, there is 
evidence that group interventions can be equally as effective (Scott, 2005). 
There is also evidence that CBT offered in a group format is more effective 
than other group psychotherapy interventions (McDermut et al., 2001). Group 
psychotherapy may also have additional benefits in terms of cost and time 
savings. Ross and Scott (1985) suggest that group psychotherapy can 
represent a cost saving of up to 41.7% per patient and a time saving of 66% 
per patient compared with individual therapy. This is in agreement with 
Shapiro et al. (1982) who suggest an average time saving of 62.5% per 
patient when a group has two facilitators. There has been speculation about 
other potential psychosocial benefits of being in a group (Yalom, 1995), 
however there is little empirical evidence to support this.
The Psychology department described here has decided to develop and offer 
a CBT group intervention in order to be able to provide a service using limited 
resources to the large number of patients referred with Depression and 
Anxiety.
The intervention has been based upon the ‘Mind over Mood’ manualised CBT 
intervention (Greenberger & Padesky, 1995). Previous research has shown 
group interventions based upon this manual to be effective in the treatment of 
Depression (Scott, 2005), however it should be noted that this research, and 
indeed much of the evidence base around group intervention, was carried out
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in a primary care setting, whereas this study looks at the intervention offered 
at a tertiary care level.
Although the intervention in this service has been effective in reducing waiting 
times for treatment, the availability of group CBT has increased the number 
and range of referrals to the department. Traditionally, as this is a tertiary level 
service, referrals have been of people with more moderate to severe 
symptoms (described here as ‘Recovery’ clients), however there has recently 
been more pressure to accommodate clients with milder symptoms (described 
as ‘Access’ clients) within the groups as there is currently no primary care 
psychology service in the area to cater for their needs. It is therefore 
necessary to assess, not just the effectiveness of this group intervention as a 
whole, but of its effectiveness for these two client groups.
The differentiation between outcomes of group therapy for clients with milder 
or more severe symptoms (investigated here in terms of Access vs. Recovery 
clients) has been looked at empirically. Peterson & Halstead (1998) grouped 
participants according to their initial BDI score and found that both ‘mild’ and 
‘severe’ groups showed a similar level of mean improvement.
This study will look specifically at the outcomes of group psychotherapy in 
terms of improvement of the severity of symptoms, which are measured using 
self report questionnaires. It will aim to test the following hypotheses:
Hypothesis 1:
Participants’ symptoms will decline on the two self report measures from pre- 
to post-intervention conditions. This will be measured in terms of both 
statistical and clinically significant change.
Hvpothesis 2:
There will be no difference in outcome for ‘Access’ and ‘Recovery’ 
participants.
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2. Method
2.1 Participants
In total 73 participants took part in eight CBT groups which were held between 
September 2005 and April 2008. Each group met for 12 sessions and clients 
were expected to miss no more than three of these. Of these 73 participants, 
46 (63%) were female, 24 (32%) male and 3 did not have gender recorded. 18 
people failed to complete the group and data was unavailable for a further 4 
individuals. The age of participants ranged from 19 to 73 years with a mean 
age of 43.2 (SD=10.69). The ethnic origin and employment status of 
participants was not recorded. 51 individuals completed both the pre- and 
post- CORE-OM questionnaire, and 37 completed pre- and post- BDI-II 
questionnaires. There was no significant difference in the mean scores at pre­
intervention of participants who did or did not complete the group on either of 
the measures used: the CORE-OM {t = -0.635, df = 59, p = 0.528) and the 
BDI-II (f = -0.013, df=  45, p = 0.990).
2.2 Design
This study was a within-participants design using two standardised measures 
administered at two different points in time -  before and after the intervention. 
The independent variable is the time of testing -  either pre- or post­
intervention. The dependant variables are scores on two questionnaires -  the 
Clinical Outcomes in Routine Evaluation -  Outcome Measure (Core System 
Group, 1998), which will be referred to throughout as the CORE-OM, and the 
Beck Depression Inventory -  Second Edition (Beck etal., 1996), which will be 
referred to as the BDI-II.
2.3 Materials
The CORE-OM questionnaire (see Appendix A) measures levels of general 
psychological difficulty, is widely used with the National Health Service and 
has a good evidence base (Barkham, et al., 2001). It is a self-report measure 
with 34 items, each scored between 0-4, and can be further broken down into
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four domains, measuring Well-being (W), Social functioning (F), Problems/ 
Symptoms (P) and Risk (R) (Evans et al., 2000).
The BDI-II questionnaire (see Appendix B) is a self-report measure with 21 
items scored between 0-3, and is designed to measure levels of Depression 
more specifically. This measure is used widely within the service described, 
and was administered to participants in all but one of the CBT groups in this 
study.
2.4 Procedure
Eight CBT groups were held in a tertiary Adult Mental Health service in 
England. Clients who were referred by their Community Mental Health Team 
were assessed by the group facilitator for suitability. Any clients whom it was 
felt would not be able to engage with and understand the principles of the 
model, or who would struggle in a group environment were not recommended 
for inclusion. Participants then took part in a 12-session group intervention 
based upon Padesky’s ‘Mind over Mood' manual (Greenberger & Padesky, 
1995). Participants were required to purchase a copy of this book and carry 
out guided reading from it to supplement learning in the sessions. All groups 
had either one or two facilitators, all of whom were either Chartered or Trainee 
Clinical or Counselling Psychologists. One of these groups was co-facilitated 
by the researcher. For a summary of the session content, please see 
Appendix C. Participants were asked to complete CORE-OM and BDI-II self 
report questionnaire’s at their initial assessment, and at the final group 
session. These were recorded by the group facilitator and filed in the 
participants’ psychology notes. In order to gather the data for this project it 
was necessary to identify participants involved in the groups and obtain their 
questionnaire data either from the group facilitators or directly from their notes. 
Once collated, any identifying information was removed to ensure anonymity.
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2.5 Ethics
Ethical approval from the relevant NHS trust was not necessary for this 
service related research, as the groups had already taken place, and data 
from the questionnaires had already been collected.
3. Results
3.1 Group and Individual Analyses
Descriptive statistics are presented in table 1. All of the data was normally 
distributed apart from on the CORE-OM risk domain. Data for the CORE-OM 
are presented as mean scores (total score divided by number of questions 
answered, usually 34) and for the BDI-II as raw scores.
Table 1: Descriptive Statistics for group data
Pre-intervention
mean
Post-intervention
mean
Number of 
cases
CORE overall mean 1.58 1.13 51
CORE Wellbeing mean 2.10 1.45 50
CORE Problem mean 1.99 1.43 50
CORE Functioning mean 1.63 1.12 50
CORE Risk mean 0.26 0.20 50
BDI-II raw total 27 17 37
The mean scores for pre- and post-intervention conditions on all of these 
measures except for risk (CORE R) were then compared using paired sample 
t-tests. A significant reduction in the severity of symptoms was seen on the 
BDI-II (f= 3.998, df= 36, p<0.001), total CORE-OM scores {t= 4.515, df= 50, 
p<0.001) and following specific elements of the CORE: W (f= 4.373, df= 49, 
p<0.001), P {t= 4.637, df= 49, p<0.001) and F {t= 4.498, df= 49, p<0.001). The 
Risk element of the CORE-OM was tested using a Wilcoxon test. There was 
no significant difference between the pre and post conditions (z = 1.254, N - 
Ties = 27, p = 0.209). It should be noted from the Wilcoxon that 23 of the 50 
participants who completed this measure (46%) had a pre-intervention score
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of 'O’ on the risk domain, causing the data to be skewed and therefore not 
normally distributed.
The number of participants whose individual score changed was also 
measured (see table 2). An increase in individual score indicates a worsening 
of the severity of symptoms, and a decrease indicates an improvement. 
Between 66-78% of individuals showed an improvement in symptoms on all 
measures except for the CORE-OM risk domain.
Table 2: Changes in individuai score
Decrease in 
score
Increase in score No change
CORE-OM total 35 (69%) 15 (29%) 1 (2%)
CORE Wellbeing 33 (66%) 12 (24%) 5(10%)
CORE Problem 35 (70%) 13 (26%) 2 (4%)
CORE
Functioning
37 (74%) 13 (26%) 0 (0%)
CORE Risk 17 (34%) 10 (20%) 23 (46%)
BDI-II 29 (78%) 8 (22%) 0 (0%)
3.2 Clinical Significance
Clinical change was measured by looking at whether the severity range of 
individuals changed between the two time periods (see appendices D and E 
for ranges). The numbers of individuals in each of the ranges are presented in 
figures 1 and 2.
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Figure 2: Number of individuais in BDI-II clinical ranges (N=37)
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The number of individuals who showed Clinical change, as measured by a 
change in the categories listed above (figures 1 & 2) are shown in table 3:
Table 3: Individual Clinical change
Increase in 
severity
Decrease in 
severity
No change
CORE-OM 9(18%) 31 (61%) 11 (21%)
BDI-II 5(13%) 18 (49%) 14 (38%)
Between 49-61% of participants showed clinically significant improvement on 
these measures.
3.3 Access vs. Recovery
Participants were further classified into one of two groups, according to their 
CORE-OM score at the start of the intervention. The ‘Access’ category 
includes clients with mild or moderate symptoms that are likely to be referred 
from primary care settings. Participants in the clinical range Healthy, Low or 
Mild on the CORE-OM at the start of the intervention were classified as 
‘Access’. The ‘Recovery’ category includes clients with more severe 
symptoms, likely to fall into the step 3 or higher bracket on the NICE 
guidelines for Depression (NICE, 2007a). Participants in the clinical range 
Moderate, Moderate-Severe or Severe on the CORE-OM at the start of the 
intervention were classified as ‘Recovery’.
Table 4: Access & Recovery mean scores
N = CORE pre CORE post BDI pre BDI post
Access 22 0.984 0.709 15.71 12.86
Recovery 29 2.041 1.446 33.27 19.55
Paired sample t-tests were used to test for statistically significant change 
between pre- and post- conditions. The mean scores significantly fell for those 
in the Recovery group on both the CORE-OM (f=3.787, df=28, p=0.001) and 
on the BDI-II (f=4.002, df=21, p=0.001). Those in the Access group did show a
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decrease in scores, at a significant level on the CORE-OM (f=2.701, df=21, 
p=0.013) but at a non-significant level on the BDI-II (f=1.041, df=13, p=0.371). 
The hypothesis that there will be no difference between the two groups seems 
to be supported by the data from the CORE-OM questionnaire however the 
BDI-II results do indicate a difference between the groups on this measure.
Scores were compared between those in Access or Recovery groups.
Table 5: Access & Recovery clinically significant individuai change: CORE-OM
Increase in severity Decrease in severity No change
Access (A/=22) 3 (14%) 11 (50%) 8 (36%)
Recovery (A/=29) 6 (21%) 20 (69%) 3 (10%)
Table 6: Access & Recovery individual clinically significant change: BDI-II
Increase in severity Decrease in severity No change
Access 3 (21%) 4 (29%) 7 (50%)
Recovery 2 (9%) 13 (59%) 7 (32%)
Tables 5 and 6 indicate that more individuals in the Recovery category saw a 
decrease in symptoms than those in the Access category, although the 
difference was larger on the BDI-II (59% of Recovery clients as opposed to 
only 29% of Access clients showing symptom improvement) than on the 
CORE-OM (69% of Recovery clients as opposed to 50% of Access clients). 
These results would seem to suggest that those people beginning the group 
with higher severity of Depression symptoms as measured by the BDI-II 
questionnaire are more likely to see a bigger benefit than those with a milder 
level of symptoms. On the CORE-OM, however, which is a measure of 
general psychological functioning, both groups seemed to benefit at a similar 
level, making this difficult to interpret as a difference.
108
Service Related Research Project
4. Discussion
4.1 Summary of Results
Hypothesis 1:
The study showed that this intervention produced both clinical and statistically 
significant levels of symptom improvement on both measures used. It was 
shown to be effective in reducing levels of Depressive symptoms (measured 
by the BDI-II) and improving levels of well-being, functioning and symptom 
severity as measured by the CORE-OM. It was not shown to reduce levels of 
risk measured by the CORE-OM, however this data was heavily skewed due 
to the large number of people with a risk level of ‘O' at the start of the 
intervention. This study would, therefore, seem to support the evidence that 
group interventions based on the Mind over Mood manual (Greenberger & 
Padesky, 1995) are effective (Scott, 2005). The number of individuals showing 
clinically significant improvement (49% on BDI and 61% on CORE) compare 
well with existing literature. A meta-analysis comparing several studies of 
group therapy suggested an average improvement in 48.2% of participants 
(McDermut et a/., 2001). The attrition rates of 24% are higher than in other 
studies, however. McDermut et ai. (2001) suggest that the average drop-out 
rate across the studies they looked at was 18.4%.
Hvpothesis 2:
This hypothesis was partly supported, as there was evidence of a difference in 
outcome on the BDI-II for people classified as Access and Recovery, but no 
evidence of difference on the CORE-OM. This would suggest that this 
intervention is more effective for people with more severe Depression 
symptoms, which is at odds with previous studies (e.g. Peterson & Halstead, 
1998). It may be that Access clients find it difficult to progress in groups where 
other group members are more severely Depressed, or that the intervention is 
geared more to Recovery clients as it is a tertiary level service.
4.2 Limitations
The measures used in the groups only measured general distress and 
Depression symptoms, however these were mixed diagnosis groups. The
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omission of a specific measure of Anxiety means that symptom change in 
people for whom this is their primary diagnosis is not accounted for 
adequately. It has also not been possible to investigate fully the problem of the 
high attrition rate, as sufficient information about reason for drop out has not 
been recorded. McDermut et al. (2001) suggest that the most common reason 
for drop outs in group therapy is lack of treatment response, however it is not 
possible to assess whether this is the case for this intervention. Also, ‘early- 
finishers' -  i.e. people who make rapid improvements and leave the group 
early -  have not been asked to complete the self-report measures when they 
leave, which means that their data is missing from the analysis and they will 
have been treated as drop-outs within this study. It is also not possible to 
comment on issues of difference and diversity, as sufficient information is not 
currently systematically recorded at present.
Interpretation of some of the results is not necessarily straightforward, either. 
The finding of a difference in outcome for Access and Recovery clients could 
be criticised. Firstly, the classification into either group was based upon the 
severity of symptoms, and not upon which setting they were referred to. It is 
possible, therefore, that some people may have been referred from primary 
care settings but with quite severe symptoms. These people would have been 
treated as Recovery clients for the purposes of this study. It would not, 
therefore, necessarily be appropriate to exclude Access clients from future 
groups on the basis of this finding.
4.3 Recommendations
In short, these CBT groups are an effective intervention for those who 
complete the group, and in particular for those with more severe symptoms of 
Depression at the outset, however more information could, in future, enable a 
more sophisticated and sensitive consideration of all of the possible mediating 
factors that influence whether an individual benefits, and to what extent. I 
would therefore recommend that the following be considered in the future:
• Use of a specific measure of Anxiety, such as the Spielberger State- 
Trait Anxiety Inventory (Spielberger, 1983).
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• Recording qualitative information on reason for drop-out of those that 
do not complete the group.
• Consideration of whether different groups may be suitable for 
individuals based on the initial severity of their symptoms (this might be 
further informed by increased information on drop-outs).
• Collection of ‘post’ data from those people who finish the group early.
• Group facilitators may wish to record participants’ ethnic group and 
employment status to provide a wider perspective on issues of 
difference and diversity. Most importantly, this could in future provide 
information on whether other factors, such as ethnicity, could be a 
mediating factor in overall outcome.
• Follow up research may want to investigate the number of people 
completing groups who subsequently go on to receive individual 
therapy, in order to better evaluate the cost effectiveness of this 
intervention.
4.4 Service Implications
This research takes place at a time when the effectiveness of this group 
intervention, and more specifically the question of who it is most appropriate 
for, is under scrutiny. This study is therefore well timed in this respect, and will 
add to the available information when deciding whether to continue to offer 
this intervention in its current format. It has also, however, highlighted some 
potential limitations to the intervention which need to be explored further in the 
light of this discussion. The results have been fed back to the service and 
were well received.
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Appendix C: Summary of session content
Summary of Sessions
Sessioni
Session 2 
Session 3 
Session 4 
Session 5 
Session 6
Session 7
Session 8 
Session 9 
Session 10 
Session 11 
Session 12
Introduce group and group boundaries,
Introduce CBT model Behavioural components/ 
avoidance, goal setting
feelings, behaviour and bodily awareness
Thoughts and feelings
Evaluating thoughts
Alternative thoughts
Collecting Evidence - Behavioural experiments + Action 
plan regarding goals
review
Cognitive Model of Depression/ Anxiety 
Introduce Underlying assumptions/ core beliefs 
Evaluating core beliefs 
alternative core beliefs 
Continue strengthening new core beliefs 
Relapse Prevention, reviewing goals
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Appendix D: CORE-OM Severity levels
(Taken from CORE System handbook, Core System Group, 1998.)
Total score Clinical score Severity Level
1-20 0.03 -  0.59 Healthy
21-33 0.62 -  0.97 Low
34-50 1.00-1.47 Mild
51-67 1.50-1.97 Moderate
68-84 2.00 -  2.47 Moderate-to-severe
85-136 2.50 -  4.00 Severe
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Appendix E: BDI-II Severity ranges 
(Taken from Beck etal., 1996, BDI-II manual.)
Total score Severity range
0 -1 3 Minimal
14-19 Mild
20-28 Moderate
29 -  63 Severe
121
Service Related Research Project
Appendix F: Ethical scrutiny form
University of Surrey
Ps y c h D C l in ic a l  Ps y c h o lo g y
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Uie nature of the proposed project is such that I  am satisfied that it will not require scrutiny 
by the trust’s ethical committee.
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Signature of Field/Placement Supervisor: ..... ..L lJü:!^Ù 77rr:^.
Name of Trainee: C Z jW t& À .......................... .............. .......
Title of SRRP: ....
     .
Date: (à I -7[o h
httpr//owlcK)k2003.WfT^.ac.uk/cxch*ngt*od0022/Inbox/SRRP«ubmisiion$.EKliyethic»t»cnitmyform.doc/C5«CA28C-!8C<Ma97-9AF2*036E93DDAFB3/ethîci! icnitiny 
form.doc?attadi-]
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Appendix G: Evidence of feedback to the service
28'^Ju)y2008
Clara O’Brien
Trainee Clinical Psychologist
Dear Clara,
Thank you for presenting the results of your audit of our Mind over Mood groups to local 
psychologists on 2”  ^July 2008. This seemed well received by the audience and it was good 
to have the opportunity to discuss an audit of one of our services in more detail. The 
presentation was very useful in terms of highlighting the percentage of service users who 
benefit from the groups as well as suggesting that service users with moderate or severe 
levels of difficulty benefit at least as much, if not more, than service users reporting 
difficuities in the mild range. These results will be helpful when considering how the groups 
will be taken forward in the future. Thank you once again for your time.
Yours,
Dr
Chartered Clinical Psychologist
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Abstract
Title: An investigation into the role of social support and cognitions in Post- 
traumatic Stress Disorder following childbirth.
Objective: To explore the relationship between cognitions, perceived levels of 
social support and PTSD symptoms in women following childbirth.
Setting: The research was carried out in the postnatal midwifery department of 
a large teaching hospital.
Participants: 43 women completed questionnaire measures 6 weeks after 
childbirth. Participants reported a wide range of PTSD symptoms.
Measures: These included the Impact of Event Scale, Posttraumatic 
Cognitions Index, Significant Others Scale and the Edinburgh Postnatal 
Depression Scale as well as questionnaires about demographic and obstetric 
factors.
Results: In this sample levels of negative cognitions were related to PTSD 
symptoms, with symptoms worsening as cognitions become more negative. 
Higher satisfaction with social support was not, however, found to be related 
with lower PTSD symptoms. Parity, levels of preparedness, pain, control and 
fear were all also found to be related to PTSD symptoms. High levels of co­
morbidity were noted between PTSD and postnatal depression in this sample 
with 80% of women who had clinically significant PTSD symptoms also 
scoring in the clinical range for postnatal depression symptoms.
Conclusions: The finding that social support is not directly related to PTSD 
symptoms, but does have an impact of levels of negative cognitions, which in 
turn are related to PTSD symptoms is broadly in-keeping with a psychosocial 
model of PTSD suggested by Williams & Joseph (1999). This research also 
points to the potential utility of cognitive interventions within this population.
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1. Introduction
Post-traumatic stress disorder (PTSD) is a distressing anxiety disorder that 
can develop following a traumatic event. Whilst the vast majority of women 
experience childbirth in a positive manner, for some it can be a frightening and 
traumatic experience, particularly when there is a real threat to the life of 
either the mother or child. As a consequence researchers and clinicians have 
begun in recent years to turn their attention to the phenomenon of PTSD 
following childbirth. With incidence estimated to range from 1.9% to 5.6% 
(Ayers et al., 2001; Greedy et al., 2000; Czarnocka & Slade, 2000; Ryding et 
al., 1998; Soet et al., 2003; White et al., 2006) and an annual birth rate in the 
England & Wales of approx 700,000 births per year (ONS, 2009) this would 
suggest that between 13,300 -  39,200 women in England & Wales could be 
affected by postnatal PTSD each year. This study will focus on the role of two 
factors that could potentially moderate PTSD in this population; social support 
and cognitive appraisals.
1.1 Post-traumatic Stress Disorder
1.1.1 Historv of PTSD
The term ‘post-traumatic stress disorder’ has appeared in the mental health 
literature relatively recently. The profile of symptoms now understood as 
PTSD have been observed for some time, but have been described in a 
variety of different ways and using different names. Early descriptions 
included ‘nervous shock’ (Page, 1885), however it has been at times of 
conflict that the most detailed and influential accounts have emerged. This is 
perhaps unsurprising as estimates suggest that between 15-50% of people 
exposed to combat develop PTSD (Foy, 1992). There are, however, Victorian 
accounts of symptoms in civilians, with early referrals to ‘railway spine’ when 
psychological difficulties were observed in victims of a major railway disaster 
(Harrington, 1996).
The first world war elicited descriptions of ‘shell shock’ (Mott, 1919) whilst 
literature from the time of the second world war talks about ‘war neurosis’ 
(Grinker & Speigel, 1943), ‘combat fatigue’ (Raines & Kolb, 1943) and ‘post­
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trauma syndrome’ (Kardiner, 1941). The current definition of PTSD has its 
origins, however, in the USA in the post-vietnam war period and is greatly 
influenced by the work of Horowitz (1976; 1986), whose early theoretical 
explanations of PTSD focused on the role of avoidance and intrusion 
symptoms, such as nightmares and flashbacks.
1.1.2 Diagnostic criteria
The disorder first appeared in the third edition of the diagnostic and statistical 
manual (DSM-III) (APA, 1980), largely in response to the experiences of army 
veterans returning from the Vietnam War with a similar and distinct array of 
symptoms. This original set of diagnostic criteria defined a traumatic event as 
“outside the range of usual human experience” (APA, 1980).
The most recent edition of the manual (DSM-IV-TR) broadened this definition 
of a traumatic event to include “...events that involved actual or threatened 
death or serious injury, or a threat to the physical integrity of self or others” 
(APA, 2000). This opened up the possibility of applying the concept of PTSD 
to a range of traumatic events that could be experienced in civilian life as well 
as during military conflict. Consequently, PTSD has been reported in response 
to events such as road traffic accidents (Stallard et al., 2004), civilian disasters 
(Joseph et al., 1993), rape (Ullman & Long, 2008) and medical treatment 
(Black & White, 2005).
The complete diagnostic criteria in DSM-IV-TR are divided into six 
subsections, all of which must be satisfied in order to warrant a diagnosis 
(APA, 2000). They are as follows:
A. Refers to the nature of the traumatic event, which must involve fear of 
death or loss of physical integrity to self or others.
The next three criteria relate to three clusters of symptoms, of which 
individuals should present with at least one symptom from each cluster.
B. Re-experiencing symptoms, such as intrusive recollections and 
dreams.
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C. Avoidance symptoms, such as emotional numbing or detachment, 
avoidance of reminders about the trauma and an inability to recall 
important aspects of the trauma.
D. Arousal symptoms including hypervigilance, difficulty sleeping and 
difficulty concentrating
The final two criteria must both be satisfied in order to fulfil the diagnostic 
criteria completely:
E. PTSD symptoms should be present for a minimum duration of one 
month
F. The individual should be impaired either socially or in their daily living
These criteria are, however, somewhat subjective in nature and changeable 
over time, and have been the cause of much debate and disagreement 
(McNally, 2010). These criticisms have focused on the broadening of the 
definition of a criterion ‘A’ event, and the difficulties that this poses in 
establishing commonality and vulnerability factors in increasingly diverse 
trauma populations. Indeed, the section on criteria for PTSD is one of the 
areas where change in definition may well occur in the upcoming new edition 
of the DSM, due to be published in 2013 (McNally, 2010).
1.2 Theoretical Understandings of PTSD
Theoretical explanations for the range of symptoms collectively understood as 
PTSD began to emerge in the late 70s and early 80s, in line with the relatively 
recent formal definition of the disorder.
1.2.1 Behavioural/ Learning Theories
Initial theories of PTSD drew heavily on theoretical frameworks for 
understanding other anxiety disorders. For example conditioning theory has 
been applied to PTSD by Keane, Zimering & Caddell (1985). This approach 
focuses around the development of a fear response via exposure to 
unpleasant, or in this case traumatic, stimuli. It has been suggested that 
people suffering from PTSD are more likely to develop conditioned responses 
of this kind and that they might be harder to extinguish (Orr et al., 2000).
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According to Keane et al. (1985) these fears are maintained in the same way 
as is the case for other anxiety disorders, via avoidance of exposure to the 
feared stimuli. Similarly extinction of these fears would entail exposure to the 
stimuli, or in PTSD, to traumatic memories. Behavioural understandings such 
as this led to the development of an exposure approach to the treatment of 
PTSD, whereby prolonged exposure to feared stimuli leads to habituation, and 
therefore reduction of, anxiety (Keane, Zimering & Caddell, 1985).
Such approaches were not unproblematic, however. Criticisms have focused 
on the lack of ability to account for individual differences in ones response to a 
traumatic event and the failure of learning theories to adequately explain re- 
experiencing symptoms such as flashback memories and nightmares (Brewin 
& Holmes, 2003).
1.2.2 Neurophvsioloqical theories
Neurophysiological explanations for PTSD focus on the way that different 
neural structures behave during the processing of trauma experiences. The 
structures that appear to be of most importance are the amygdala, which 
processes emotional responses and the hippocampus which plays an 
important role in the storage and retrieval of memories for events or episodes 
(Cairns, 2004). There is evidence that the functioning of the hippocampus is 
adversely affected by high degrees of stress (Nutt & Malizia, 2004), which is 
also when the nearby and connected amygdala is most active. This may affect 
the ability of the hippocampus to adequately process and integrate the 
incoming information. Research carried out comparing Vietnam war veterans 
with PTSD with a matched control group showed that the hippocampi of the 
PTSD group were 8% smaller in mass (Bremner et al., 1995), however more 
recent research comparing similar groups suggests that this may not be the 
case for individuals with chronic, long-term PTSD (Jatzko et al., 2006).
There has been much debate about the role of hormone and neurotransmitter 
levels in postnatal mental health difficulties, however the evidence base for 
this is somewhat inconsistent (Henshaw et al., 2009). There is, however, 
evidence linking anxiety to low cholesterol levels (Troisi et al., 2002). Serum
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cholesterol is also known to fall rapidly in the immediate postnatal period 
(Henshaw et al., 2009), suggesting a potential biological link between 
cholesterol levels and postnatal anxiety. There has been no observed effect of 
cholesterol on the hippocampus or amygdala in mental health populations, 
however (e.g. Lalovic et al., 2007).
1.2.3 Information Processing Theorv
Information processing approaches have focused on the nature of trauma 
memories and the challenge of processing these and integrating them into 
memory (Brewin & Holmes, 2003). Lang (1979) proposed the idea of a fear 
network consisting of a series of interconnected nodes connecting cognitive 
and emotional information. These nodes were thought to contain information 
about the event, emotional and physiological responses and estimations of the 
degree of threat.
The work of Foa et al. (1989) expanded upon this premise, suggesting that 
such a system could be expanded to include nodes that contain specific 
contextual information pertinent to the experience of the individual. Therefore 
trauma cues that relate to a particular aspect of a person's traumatic 
experience would activate the entire fear network thus eliciting an intrusive 
symptom (Foa et al., 1989). This was further elaborated by Shapiro (2001), 
who suggested that the processing of information is disrupted if the 
experience is emotionally distressing, resulting in information being stored in 
an unprocessed ‘raw’ state.
Such explanations have now largely fallen out of favour, having been 
superseded by theoretical explanations that take into account wider cognitive 
and social factors. Consequently, this model has been expanded into an 
emotional processing theory, which addresses the importance of beliefs 
and knowledge before and after the trauma (Foa & Riggs, 1993; Foa & 
Rothbaum, 1998). This accounts much better for the role of risk factors and 
provides a more complete rationale for the mechanisms involved in exposure 
treatment and habituation of the fear response (Foa & Rothbaum, 1998).
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1.2.4 Cognitive Theories
Beck (1964) suggested that internal cognitive models of the world, ourselves 
and others, sometimes termed schema, govern the way that we are able to 
appraise situations. Beck’s ideas have influenced the way that many common 
mental health difficulties are understood and treated in recent years and 
PTSD is no exception.
Cognitive theories of PTSD have expanded upon the behavioural and 
information processing models already described and focused on the 
importance of pre-existing beliefs and schema in the ability to adequately 
process information about the traumatic event. Horowitz (1986) developed a 
theory based on a model of stress-response. This focused on the need to 
reconcile prior knowledge and understandings of the world with new 
knowledge gained as a result of the traumatic experience. Horowitz suggested 
that intrusions result from a form of psychological ‘overload’ that occurs when 
there is a significant discrepancy between old and new cognitions. Symptoms 
such as emotional numbing and avoidance are thought to serve to prevent the 
integration of traumatic memories into the knowledge system and thereby 
maintain the disorder. Although an important and influential theory, Brewin & 
Holmes (2003) point out some difficulties with this approach. These include a 
lack of clarity made between ‘intrusions’ and ordinary memories of the trauma. 
It also does not explain the vast array of different responses to a traumatic 
event that individuals experience, nor does it account for the role of 
moderating variables that can potentially ameliorate PTSD symptoms, such as 
social support (Williams & Joseph, 1999), evidence for which will be discussed 
later.
At a similar time, Janoff-Bulman was describing his theory o f shattered 
assumptions (Janoff-Bulman, 1985; Janoff-Bulman, 1992). This had a similar 
focus to Horowitz’s theory, aiming to provide a framework to explain intrusive 
symptoms and focusing on pre-existing beliefs. Janoff-Bulman argued that 
these beliefs or assumptions about the world are ‘shattered’ by the experience 
of a traumatic event. Our beliefs are then updated via a cyclical process of re- 
experiencing and avoidance or through reflection (Janoff-Bulman, 1985).
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Whilst this explanation can explain changes in the longer term and at the level 
of schema, it has less utility in understanding the short term impact of a 
traumatic experience upon individuals. This explanation also does not account 
for the experience of individuals with pre-existing negative belief systems, 
perhaps as a result of prior trauma or mental health difficulties (Brewin & 
Holmes, 2003). It would presumably be difficult for a traumatic experience to 
shatter assumptions that are already negative. This may be particularly 
pertinent in the context of postnatal PTSD. For example, women may bring to 
childbirth a range of expectations based on prior childbirth experience, or 
fears and worries about the levels of physical pain or trauma involved and find 
that their assumptions may be either 'shattered' in the sense implied by 
Janoff-Bulman, or substantiated by their appraisals of the birth experience.
Brewin’s dual representation theory (Brewin, 1989; Brewin at a/., 1996) 
concerned itself more explicitly with the cognitive processes involved in the 
encoding of traumatic experiences. This approach suggested two memory 
systems potentially involved in representing trauma memories, one which 
deals with verbal narrative memories of the experience and which is 
consciously accessible and another which deals with situational factors and is 
not consciously accessible but may respond to trauma cues. Brewin 
hypothesised that this latter structure is involved in dissociative and intrusive 
symptoms, and that in order for the emotional responses associated with the 
trauma to be successfully processed that both of these systems need to be 
engaged. Although this approach accounts more fully for the impact of 
moderating and mediating variables as well as individual differences on the 
operation of these systems, it does not account as well for the role of beliefs 
and assumptions (Brewin & Holmes, 2003).
More recent cognitive theories have focused more on individual experiences, 
and in particular the importance of meaning attribution. A particular focus has 
been the importance of negative appraisals. The work of Foa (Foa & Riggs, 
1993; Foa & Rothbaum, 1998) has suggested that beliefs about how safe the 
world is and about one’s own competence may mediate the development of
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PTSD symptoms. Ehlers and Clark (2000) also highlighted the importance of 
self appraisals following a traumatic event. They proposed a model for 
understanding the role of such appraisals in the development and 
maintenance of PTSD whereby negative beliefs bring about temporary relief 
for the individual but serve the longer term purpose of preventing functional 
reprocessing thereby maintaining the disorder (Ehlers & Clark, 2000). It is 
generally felt that Ehlers and Clark’s model provides the most comprehensive 
explanation of PTSD symptomatology and maintenance (Brewin & Holmes, 
2003).
1.2.5 Psvchosocial theories
Within the PTSD literature it has been noted repeatedly that social factors 
appear to have an impact on the development of trauma symptoms, 
specifically that higher levels of social support are associated with lower levels 
of distress (Coker et al., 2002: Hyman et al., 2003). Indeed, the beneficial 
effects of social support have been noted in reducing the risk of mental illness 
(Wilhelm et al., 2010).
Cohen & Wills (1985) suggest that social support may perform a ‘buffering’ 
effect in relation to stress. They argue that it is the perception that appropriate 
levels of social support will be available that acts as a buffer on the effects of 
stress, however they also point out that the perception of support may 
intervene indirectly, either by enabling people to make more positive 
appraisals of a stressor, or by providing alternative coping strategies (Cohen & 
Wills, 1985).
Social support in itself is not a straightforward concept, and there are a 
number of different ways in which it could potentially be defined. It is 
commonly divided into several subtypes serving different functions of support. 
Cohen (2004) suggests a division into informational support (providing 
information or advice), instrumental support (practical assistance) and 
emotional support (empathy, caring and reassurance). Thus social support is 
only believed to play a buffering role provided that the kind of support received 
matches the person’s needs and expectations from that relationship at that 
moment in time (Cohen & Wills, 1985).
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An attempt has been made to integrate the cognitive understandings of PTSD 
already described with a stress buffering understanding of the effects of social 
support. The aim is to better account for the potential moderating or mediating 
effect of variables such as social support. This model suggested by Joseph 
and colleagues (Joseph et a/., 1997; Williams & Joseph, 1999) maintains as 
its central premise the importance of conscious cognitive models of the 
traumatic event and of appraisals of the event, but adds to it a range of 
additional variables that have been shown to play a role, and perhaps provide 
a better rationale for the large individual differences in trauma reaction. This 
model is represented in figure 1. The approach is described as a model of 
‘adaptation’ to traumatic stress, highlighting the inclusion of these post and 
pre-event variables.
The model suggests that social support has a moderating effect on the 
formation of cognitions following a traumatic event, and on subsequent coping 
strategies rather than directly mediating PTSD symptoms. Social support may, 
then, have a role in enabling better coping strategies and preventing the 
development of negative cognitions following trauma. This model provides a 
better rationale for individual difference in reactions to trauma, and potentially 
in the vast differences in the length of time that trauma symptoms can persist 
for.
The levels of social support that postnatal women are able to access can vary 
enormously. Many women who previously had substantial support networks 
can find themselves socially isolated following the birth of a child, or have less 
desire to socialise (Ayers et al., 2006). Additionally, the aftermath of a 
traumatic birth experience can leave women with a variety of both physical 
and emotional needs that their existing sources of support may or may not be 
able to meet.
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Figure 1: Williams & Joseph’s integrated psychosocial mode^
1.3 Stress and Coping
Theoretical understandings of 'stress' share some similarities with theories of 
PTSD. The most obvious similarity is that both paradigms conceptualise 
stress as an interaction between an individual and an environmental event or 
stressor. Lazarus (1991), for example, suggests that stress results when an 
individual appraises an external stimulus as stressful and the level of this 
stress exceeds the individual’s available coping mechanisms. Coping is an 
integral facet of this understanding of stress, and this is perhaps where 
theories of stress and of PTSD begin to differ. Whereas theoretical
’ Taken from Williams & Joseph, 1999, pg. 298,
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explanations of PTSD have focused on the impact of negative cognitive 
appraisals (e.g. Foa & Rothbaum 1998) and potential moderating factors such 
as social support or trait anxiety (e.g Williams & Joseph, 1999), stress 
researchers have emphasised the role of appraisal of one’s own coping 
strategies and resilience (e.g. Lazarus & Folkman, 1984).
Another key area of difference is that PTSD as defined in DSM-IV-TR (APA, 
2000) can only occur after an event that meets the definition of ‘traumatic’, 
whereas stress can potentially occur after any event that is appraised as 
stressful and is thus conceptualised as a normal reaction rather than a 
pathological one. It is also more diffuse in terms of causality and can be the 
result of an accumulation of multiple stressors. PTSD, however, is generally 
measured in relation to an index event which can be conceived as traumatic. 
Models of stress may therefore be more appropriate when considering the 
impact of the transition to motherhood, whereas consideration of childbirth as 
a potentially stressful life event lends itself more readily to the use of a PTSD 
model with birth as the index event.
The idea of childbirth as a traumatic stressor is not uncontenious, however, 
and could potentially be understood as a normal coping or adjustment 
process. Childbirth is an event within the range of normal experience and 
anxiety following birth can potentially be defined as ‘stress’ rather than ‘PTSD’. 
The literature around stress following childbirth has predominantly employed 
PTSD as an explanatory model, however (e.g. Ayers & Pickering, 2001; 
Greedy et al., 2000: Lyons, 1998a). The reasons for this may be several: 
much of the prior literature suggests that women experience symptoms 
uniquely associated with PTSD but not generally associated with stress, such 
as re-experiencing in the form of flashback memories and nightmares (Beck, 
2004a). PTSD symptoms also do not occur in everyone who experiences a 
potentially traumatic event, even if the event is experienced and appraised as 
traumatic (Brewin & Holmes, 2003) suggesting that there is some room in the 
current understanding of PTSD for the concept of coping or resilience.
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Additionally, for some women who experience particularly complicated 
deliveries, there may be a real threat to their lives, or the lives of their babies. 
Potentially one of the most compelling explanations as to why the literature 
has moved in this direction over recent years is likely to be to better enable 
and facilitate access to treatment. The benefit of adopting an understanding of 
PTSD rather than stress in postnatal women following childbirth is that 
healthcare professionals are potentially less likely to dismiss symptoms as 
normal and more likely to refer for appropriate treatment. While for many 
women PTSD symptoms following childbirth could be understood as transient 
and part of a normal adjustment process, there is evidence that this is not 
always the case, for example White et al. (2006) observed similar rates of 
PTSD symptoms in a sample of 400 women 12 months after delivery than had 
been present at 6 weeks.
1.4 Post-traumatic Stress following Childbirth
The idea that PTSD can occur following a range of civilian experiences is not 
necessarily new, as already discussed, however interest in PTSD following 
childbirth has developed relatively recently, with early studies appearing in the 
mid-1980's (e.g. Niven, 1988). This could possibly be because there has been 
some debate and uncertainty about whether childbirth could be considered a 
criterion ‘A’ event according to DSM-IV-TR criteria. Some would argue that 
only traumatic births, for example those involving emergency caesarean 
section or instrumental deliveries, could be considered to meet this criteria. 
There is, however, some evidence that women who undergo relatively normal 
deliveries can still experience PTSD symptoms. Soet et al. (2003), for 
example, found that 19 out of 103 women reported symptoms of PTSD as 
measured by a commonly used self report symptoms rating scale, but did not 
report a traumatic birth experience. It is debatable whether these women do 
meet the DSM-IV-TR criteria for PTSD; however they are displaying some of 
the related symptoms.
As discussed above, the estimated incidence of PTSD in postnatal women 
ranges from 1.9% - 5.6%. White et al. (2006) also found that prevalence was
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relatively stable over a period of 12 months. They administered PTSD 
measures to women at 6 weeks, 6 months and 12 months and found the 
prevalence of PTSD to be 2% at 6 weeks, 2.6% at 6 months and 2.4% at 12 
months. Common PTSD symptoms that have been reported in this population 
include flashbacks, nightmares, anxiety and social isolation (Beck, 2004a) and 
increased panic, anger, fatalistic thoughts and painful memories (Ayers, 
2007).
Furthermore, research evidence suggests that there may be an additional 
subgroup of women who are partially symptomatic but do not meet the full 
diagnostic criteria (Creedy et al., 2000; Czarnocka & Slade, 2000; Soet et al., 
2003; White et al., 2006). For example, Creedy et al. (2000) in a large scale 
study involving 499 women found that 33% of their sample were presenting 
with a minimum of 3 symptoms. Czarnocka & Slade (2000) in a similar study 
in the U.K. found 24% of women displaying post-traumatic stress symptoms 
and Soet et al. (2003) reported that 30.1% of their sample was also partially 
symptomatic. The implications of this could indicate potentially up to 21,000 
postnatal women in the U.K. each year who may be experiencing PTSD 
symptoms which may be distressing but are insufficient to attract a diagnosis 
of PTSD. The National Institute of Health and Clinical Excellence (NICE) 
emphasises the need to be attentive to this subgroup of women who are 
partially symptomatic for depression or any anxiety disorder stating that:
“Depression and anxiety in the postnatal period can have a serious 
impact on a woman's ability to cope with day-to-day life, including 
looking after her infant and other children in the family. Even 
subthreshold symptoms can affect a woman's general functioning and 
the development of her infant.” (NICE, 2007, pg.39).
It is important, therefore, to include women with partial or sub-threshold 
symptoms in research and provide appropriate treatment interventions. 
Despite this recommendation, clinical guidance on the treatment and 
management of post natal PTSD is relatively scarce. Whilst NICE have
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published guidelines on the management of antenatal and postnatal mental 
health (NICE, 2007), this focuses largely on postnatal depression with only 
small reference to the treatment of women with PTSD. Similarly the NICE 
guidelines for post-traumatic stress disorder make scant reference to 
difficulties in the perinatal period (NICE, 2005).
1.5 Postnatal Depression
An area of postnatal mental health where there is a far more extensive and 
robust evidence base is that of postnatal depression. Postnatal depression is 
routinely screened for and is estimated to have prevalence in the U.K. of 10- 
15% (DoH, 2004). Awareness of the symptoms and access to services are 
much better established than is the case for other antenatal and postnatal 
mental health difficulties as a result of its relatively high prevalence. 
Consequently there is a risk that difficulties such as PTSD and other anxiety 
disorders in the postnatal period may be either missed or misdiagnosed as 
postnatal depression. Ayers et al. (2001) emphasise the importance of 
accurate diagnosis and Creedy (1999) found that three of the women in their 
sample were diagnosed by their GP with postnatal depression when they 
actually met full diagnostic criteria for PTSD and did not have co-morbid 
depression.
Ensuring that this distinction is made is not altogether straightforward, 
however. There is evidence for some degree of symptom overlap between the 
two disorders. White et al. (2006) found a moderate correlation between a 
measure of postnatal depression symptoms and a measure of PTSD 
symptoms 6 weeks after childbirth in a sample of 316 women. Lemola et al. 
(2007) similarly found a correlation in their sample of 374 women between a 
symptom measure of PTSD and one of postnatal depression. The correlation 
was moderate in women with severe postnatal depression, but in those with 
mild to moderate postnatal depression there was only a correlation between 
postnatal depression symptoms and hyperarousal symptoms of PTSD. This 
suggests that symptom overlap may be more likely to occur for symptoms 
such as difficulty sleeping and concentrating and increased vigilance.
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There is also evidence for relatively high levels of co-morbidity in this 
population. Czarnocka & Slade (2000) found that from the 8 women in their 
sample who displayed clinically significant levels of PTSD symptoms, 6 of 
them also had clinically significant levels of postnatal depression symptoms. 
This does, however, imply that 25% of their PTSD sample did not have 
postnatal depression and that their symptoms were unlikely to be detected 
using current screening methods. Lyons (1998a) also looked at the co­
occurrence of symptoms using the Edinburgh Postnatal Depression Scale 
(EPDS), a commonly used screening tool recommended in the NICE 
guidelines (NICE, 2007) and the Impact of Event Scale, a symptom measure 
for PTSD. This study found that scores on the EPDS were more highly 
correlated with PTSD avoidance symptoms than with intrusion symptoms 
(Lyons, 1998a). High co-morbidity between PTSD and depression has also 
been noted in other trauma populations, for example North et al. (1994) found 
that the most common mental health diagnosis that survivors of a civilian 
mass shooting attracted was depression.
It would seem, therefore, that whilst in many women postnatal depression and 
PTSD may both be present, this is by no means always the case. The 
implications of this degree of co-morbidity and of the potential symptom 
overlap means that any research into PTSD following childbirth would also 
need to measure and control for postnatal depression.
1.6 Risk factors
Much of the prior research literature on the subject of postnatal PTSD has 
focused on whether there are any factors that may predispose women to the 
disorder, or make them more vulnerable to these kinds of difficulties (see Olde 
et al., 2006, for a review). Research on these risk factors has focused on 
several key areas:
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1.6.1 Pain
There is some disagreement as to the role of pain as a risk factor within this 
population. Pain has been found to be related to the development of PTSD in 
other trauma populations (Fedoroff et al., 2000; Schreiber & Galai-Gat, 1993). 
The evidence for a link between pain and PTSD following childbirth is less 
clear however. One study has found an association between pain during 
delivery and PTSD (Soet et al, 2003), however other research has not found 
any evidence for such a link (Lemola et al., 2007; Soderquist et al., 2002). 
Lyons (1998a) also did not find a direct link between PTSD symptoms and 
pain in a sample of 42 postnatal women. This study does also ask women to 
select adjectives related to emotions about pain from a list provided and found 
an association with the number of negative emotive words selected and PTSD 
symptoms, suggesting that negative emotions about pain may be more closely 
related to trauma symptoms.
1.6.2 Control
Perceived feelings of control during childbirth are also believed to be linked to 
PTSD. Lower feelings of control are potentially a risk factor for the later 
development of PTSD symptoms (Czarnocka & Slade, 2000; Lyons, 1998a).
1.6.3 Tvpe of deliverv
Childbirth related PTSD symptoms have been shown to develop following 
normal uncomplicated vaginal deliveries (Soderquist et al., 2002), however 
research evidence does suggest that the risks of developing symptoms are 
higher after certain kinds of delivery. Emergency caesarean section births, or 
instrumental deliveries (i.e. involving the use of forceps or ventouse"^) have 
been associated with a higher risk of developing PTSD symptoms (Creedy et 
al., 2000; Ryding et al., 1998; Soderquist et al., 2002). Olde et al. (2005) 
suggest that this risk is further increased if women experience dissociative 
symptoms, such as amnesia or a feeling that events are unreal, during 
instrumental delivery.
 ^Ventouse is a method of instrumental vaginal delivery involving the use of a vacuum device to assist 
delivery. It is often used as an alternative to forceps.
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These findings are further supported by Hofberg and Brockington’s (2000) 
research on fear of childbirth. They found that of 13 women with an 
unreasoning fear of childbirth after a prior traumatic delivery, 10 of those 
deliveries had been instrumental and 2 women had experienced a perineal 
tear (Hofberg & Brockington, 2000). Creedy et al. (2000) in a large scale study 
carried out in Australia (N=499) found a relationship not just between level of 
obstetric intervention and PTSD symptoms, but also between perceived level 
of care during delivery and symptom development.
1.6.4 Paritv
The term ‘parity’ with reference to childbirth indicates the number of 
successful live births a woman has had. Therefore postnatal women are 
described as ‘primiparous’ at the birth of their first child and ‘multiparous’ after 
the birth of their second and subsequent children.®
There has been some suggestion that primiparous women experience more 
general distress during childbirth (Ryding et al., 1998; Wijma et al., 1997). It is 
difficult, however, to assess the evidence base for this as much of the 
literature on PTSD following childbirth has included only first time mothers 
(Edworthy et al., 2008; Lyons, 1998a). There is therefore somewhat of a 
paucity of evidence on the role of parity in relation to the development of 
PTSD symptoms and therefore no real rationale for excluding multiparous 
women from studies in this area.
1.6.5 Antenatal variables
Creedy et al. (2000) carried out a large scale study with 499 participants which 
investigated the role of antenatal variables and found no evidence that factors 
such as preparation for childbirth, partner support during pregnancy, obstetric 
risk and anticipatory anxiety contributed to the development of PTSD 
symptoms.
 ^These terms will be used in this way throughout this study.
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1.6.6 Other risk factors
It has been suggested that personality factors may be related to the 
development of PTSD symptoms (Olde et al. 2006). Czarnocka & Slade 
(2000) suggest that trait anxiety may be a risk factor within a postnatal 
population, however the measure of anxiety in this study was administered 
after childbirth. Maternal anxiety measured prior to birth has produced more 
mixed results with only one study reporting a link with PTSD symptoms (Soet 
et al., 2003) and another larger study suggesting no link (Creedy et al., 2000).
Matthey et al. (1999) carried out some research in Australia with Cambodian 
women who had experienced prior trauma and found this to be a significant 
risk factor for the development of postnatal PTSD. The nature of these prior 
traumas may be important in this instance, however. In particular, it has been 
suggested that past sexual abuse can have an effect on how women 
experience childbirth. For example Kitzinger (1992) suggested that women 
who have previous been the victims of a sexual assault can experience 
childbirth as a physical violation. It has also been suggested that childbirth 
could trigger memories of such past abuse (Crompton, 1996).
In summary, the main risk factors that evidence suggests could be relevant for 
a postnatal population are type of delivery, perceived levels of control, 
possibly prior experience of trauma and possibly parity, although the research 
evidence around these last two factors in either scarce or unclear.
1.7 Implications of Postnatal Mental Illness
So, why research postnatal PTSD, and why is it so important to be clear about 
diagnosis? In addition to the prevalence rates already discussed, the 
government publication “Why mothers die” indicates that psychiatric illness is 
the single biggest cause for maternal death in the UK during the 12 months 
following childbirth (Lewis, 2004). The vast majority of these deaths are as a 
result of suicide, however this statistic is also made up of deaths as a result of 
'misadventure' and drug and alcohol misuse.
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1.7.1 Maternai distress and fear of childbirth
There are potentially a range of other negative outcomes for mothers who 
have postnatal PTSD symptoms, not least the potentially long term 
psychological distress caused as evidence from studies with other trauma 
populations suggests that symptoms can persist for anything from 5-40 years 
(Ballard et al., 1995; Fones, 1996; Green et al., 1990; Speed et al., 1989). 
Post-traumatic stress in relation to a childbirth event can also affect women’s 
attitudes to future births. Hofberg & Brockington (2000) reported that of their 
sample of 24 women with an unreasoning fear of childbirth (tokophobia), 13 
had acquired this fear as a result of a previous traumatic delivery. Ryding 
(1991; 1993) also noted that women with PTSD symptoms were more likely to 
request a planned caesarean section delivery for future births in order to avoid 
re-traumatisation. Indeed, there is even some evidence that birth experience 
can be affected by an anticipatory fear of childbirth during late pregnancy. 
Wiklund et al. (2008), for example, found that of 496 first time mothers who 
had requested a caesarean section delivery, 43% expressed a fear of child 
birth on a questionnaire measure completed during late pregnancy.
1.7.2 Relationships
Furthermore, postnatal PTSD can impact upon women’s relationships. Ayers 
et al. (2006) carried out interviews with six women who reported disruption to 
their relationship with their partners, largely as a result of avoiding intimate 
physical contact and a lack of support.
Arguably the most important relationship that can be affected by postnatal 
mental illness is that between mother and baby. There is evidence to suggest 
that a traumatic birth experience can affect a mother’s ability and willingness 
to breastfeed. Beck et al. (2008) invited 52 women to write down a narrative 
account of their breastfeeding experience and send this to the researchers. 
This was then analysed qualitatively and themes emerged linking a traumatic 
birth experience to a reluctance to persevere with attempts at breastfeeding in 
some women.
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1.7.3 Infant attachment
Potentially one of the most important consequences of even mild or partial 
PTSD symptoms following childbirth is the potential for a disruption in the 
mother-child attachment relationship. Parfitt & Ayers (2009) investigated the 
impact of PTSD on the parent-baby bond in 152 new parents and found that 
PTSD had a direct impact on this relationship.
Attachment refers to the bond that a child forms with its principal caregiver, 
usually the mother. The quality of this relationship is thought to be critical for 
the child’s emotional, social and cognitive development (Lemma, 2003). The 
first days, weeks and months of a baby’s life are thought to be critical in the 
initiation and development of this critical relationship. Attachment theory is 
based largely on the work of John Bowl by on mother-infant relationships 
(Bowlby, 1969; 1988). Whilst much of the work on attachment focuses on 
mothers, important attachment relationships can occur between a child and 
any caregiver®. In order for an adequate attachment bond to develop the 
mother needs to be emotionally available and appropriately and reliably 
sensitive to the infants needs (Howard, 2006). This optimum ‘secure’ 
attachment style enables the child to develop and explore its physical and 
social environment, safe in the knowledge that its mother will provide a secure 
base for the child to return to. It is suggested that this relationship is then 
internalised and forms an internal working model which is then applied to 
relationships throughout the child’s life.
An inadequate attachment relationship can lead to emotional and behavioural 
patterns of relating in infants that can potentially lead to difficulties in 
developing relationships and regulating emotions in later life (Lemma, 2003; 
Fonagy et al., 2002). It has been proposed that such insecure attachment 
styles can be further sub-divided into: anxious-ambivalent, avoidant and 
disorganised (Hesse & Main, 2000). Such insecure attachment styles can 
arise when the mother is unresponsive to a babies needs, for example failing 
to respond to a crying baby, or alternatively being over-responsive resulting in
® For the purposes of this discussion, and given that this research is concerned with maternal 
mental health, I will use the term ‘mother’ to refer to the chief caregiver.
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limited opportunity for the infant to initiate communication or gain independent 
skills.
It is clear, then, that according to attachment theory, anything that interferes 
with a mother’s ability to be emotionally responsive and available to her baby 
may have important and long-term developmental implications for the child. 
There is evidence to suggest that the way that mothers relate and respond to 
their child may be affected by postnatal PTSD. Ayers et al. (2006) reported 
that the mothers they interviewed with PTSD symptoms felt either 
overprotective or avoidant towards their babies. Additional qualitative 
evidence of this comes from a single case study by Weaver (1997) with a 
woman who had experience postnatal PTSD and was consequently fearful of 
her children and felt emotionally detached. Bailham and Joseph (2003) 
reported that 2 out of 4 women with postnatal PTSD showed a marked 
impairment in the relationship between mother and child. They discussed the 
potential impact that specific PTSD symptoms may have on such 
relationships, suggesting that high hyperarousal symptoms may make 
mothers more irritable and critical of their children, whilst increased avoidance 
or emotional numbing symptoms may impair mothers’ ability to be emotionally 
available and responsive towards their babies.
Research has also provided support for a link between depression and 
attachment, for example Anderson & Hammen (1993) found that the children 
of mothers who were suffering from unipolar depression and were 
consequently less emotionally responsive towards their children, had an 
increased risk of later psychiatric and behavioural difficulties and were also 
more likely to have social deficits and difficulties. This was measured as part 
of a longitudinal study comparing outcomes of children with mothers suffering 
from unipolar depression, bipolar depression, medical illness and a control 
group.
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The potential implications of experiencing PTSD symptoms following childbirth 
are therefore significant, highlighting the need for greater understanding of the 
factors that may mediate or moderate postnatal PTSD, and for the 
development of evidence-based and pragmatic interventions for PTSD in this 
population.
1.8 Social support and Post-traumatic Stress
The idea that social support may perform a moderating function in relation to 
development of PTSD in general trauma populations has already been 
discussed, as has a theoretical rationale for the ‘buffering’ role it may perform 
(Cohen & Wills, 1985; Williams & Joseph, 1999; Joseph et al., 1997). What 
then does the evidence suggest is its role in the development of postnatal 
PTSD symptoms? Edworthy et al. (2008) investigated the relationship 
between social support and PTSD symptoms in 108 women using 
standardised measures and found no link, however they administered their 
measure of social support prior to delivery and the PTSD symptom measure 
after delivery. Arguably, then, they were measuring support received before 
rather than after the potentially traumatic event. The buffering hypothesis 
discussed earlier suggests that the main benefit of social support is in 
enabling cognitive reappraisal and providing coping strategies after the 
stressful experience (Cohen & Wills, 1985).
Other research has been suggestive of a possible link between social support 
and PTSD symptoms (Czarnocka & Slade, 2000; Lyons, 1998a). Czarnocka & 
Slade (2000), however, did not use a standardised measure of social support, 
instead asking women to rate this variable on a likert-type scale from 1 to 10. 
This is open to potentially vast differences in subjective opinion about what 
constitutes adequate support, nor is it sensitive to different kind of social 
support.
Lemola et al. (2007) carried out a study in Switzerland that looked specifically 
at the role of partner support. They found that higher perceived support from 
partners’ moderated avoidance and intrusion symptoms as well as depression 
symptoms, and that poor support combined with a negative birth experience 
was related to an increased risk of psychological difficulties (Lemola et al.,
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2007). This is not necessarily the case in women with more complex trauma 
presentations, for example Matthey et al. (1999) found that social support had 
no buffering effect in women with both postnatal PTSD and a history of prior 
trauma.
There is also evidence for extending the measurement of social support to 
relationships outside of immediate partner and family support systems. 
Research has also looked at the impact of relationships with professionals. 
Creedy et al. (2000), for example, found a relationship between poor care 
during labour and the later development of trauma symptoms. There is less 
evidence for the use of psychological interventions delivered by professionals 
in the immediate postnatal period. For example the evidence base suggests 
that midwife-led debriefing is not effective (Priest et al., 2003; Small et al., 
2000), however Gamble et al. (2005) conducted an RCT into the effectiveness 
of midwife led counselling and found it to be effective in reducing symptoms of 
trauma, stress and self blame and in increasing women's confidence in future 
pregnancies. The difficulty in comparing these two results, however, lies in the 
potentially differing definitions of what constitutes midwife led debriefing or 
counselling. The evidence would seem to suggest, however, that while a 
debriefing intervention may not be helpful, a supportive relationship with a key 
professional at this time may be.
Indeed, all of the research on the effects of social support, both in this and 
other trauma populations suffers from a wide range of differing views on what 
constitutes social support. In addition to this, women's ratings of social support 
will also be vulnerable to vast differences in the subjective interpretation of the 
questions and rating. Power et al. (1988) attempted to address this in the 
design of their measure of social support, the Significant Others Scale (SOS). 
This elicits ratings of both actual and ideal social support in a number of key 
areas and takes as its data the discrepancy between these two ratings, thus 
addressing the problem of reliance on subjective and differing views on what 
is an acceptable level of support. The questionnaire actually measures the 
discrepancy between actual and desired levels of support rather than the 
rather ill-defined concept of perceived support (Power et al., 1988).
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It is clear, then, that social support has the potential to provide a ‘buffering’ 
effect on stress, with some evidence for this within a postnatal population, 
however interventions based on this premise have achieved mixed results so 
far. This area is somewhat under-researched, however, and a larger evidence 
base is required to clarify the relationship between social support and PTSD 
as well as between social support and cognitions.
1.9 Cognitions and Postnatal Post-traumatic Stress
One of the key tenets of cognitive theoretical models of PTSD is the link 
between trauma symptoms and cognitive appraisal. Whilst it is hypothesised 
that cognitive change can also be a feature of other psychological difficulties, 
such as postnatal depression (Gotlib et al., 1991), there is evidence to 
suggest that beliefs and thinking errors in PTSD differ from other disorders. 
For example, Muran & Motta (1993) compared cognitions in a group of people 
with PTSD with a clinical group (anxiety and depression) and a non-clinical 
control group. They found that the clinical group different significantly in their 
cognitions from the non-clinical group but the PTSD group did not differ from 
the non-clinical group. This suggests not only that cognitive processes are 
different in PTSD than other psychiatric disorders, but also that cognitions 
may not mediate PTSD. Despite this, however, there is evidence that 
cognitive processes do play an important part in mediating PTSD symptoms, 
for example Carek et al. (2010) investigated this relationship in 51 caregivers 
of stroke victims and found that cognitions predicted 58% of the variance in 
PTSD symptoms. Additionally, in a study comparing cognitions in people with 
depression, PTSD and a control group, Reynolds & Brewin (1998) found that 
the PTSD group experienced cognitions more frequently, and found them 
harder to tolerate. There is evidence, therefore, for differences in the way that 
cognitions are experienced in people with PTSD.
Foa et al. (1999) have investigated these differences further and developed a 
measure of cognitive change in PTSD, called the ‘posttraumatic cognitions 
index’ (PTCI). This can be subdivided into three key areas of cognitive 
appraisal -  beliefs about the self, beliefs about the world and self blame.
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The role of cognitions has been explored within postnatal mothers 
experiencing PTSD symptoms.
In a qualitative investigation of childbirth related PTSD Ayers et al. (2006) 
reported that the 6 women in their sample with postnatal PTSD reported 
changes in the way that they felt about themselves. Themes that emerged 
included changes in mood and behaviour, fear of childbirth and sexual 
dysfunction and social interaction and trust. They concluded that PTSD 
following childbirth could have a negative impact on relationships with 
partners, initial feelings of rejection towards the baby and could lead to 
patterns of avoidant or anxious attachment with the baby.
There is further evidence for the role of cognitive appraisal PTSD following 
childbirth. Czarnocka & Slade (2000) asked a sample of 298 new mothers in 
the U.K to answer questions about their birth experience and complete 
standardised measures of post-traumatic stress six weeks following childbirth. 
They found a link between PTSD symptoms and blame, with those women 
who were partially symptomatic displaying higher levels of self blame and 
those who were fully symptomatic more likely to blame others (Czarnocka & 
Slade, 2000). These findings are just suggestive of a link, however, as there 
was no standardised measurement of these cognitive beliefs utilised.
Recent research has looked further at the role of pre-existing beliefs within 
this population with the use of more standardised questionnaires looking at 
cognitive appraisal and schema. Edworthy et al. (2008) asked 108 women to 
complete questionnaire measures of delivery expectations, social support and 
schema prior to giving birth and measures of birth experience, postnatal 
depression and PTSD symptoms six weeks after delivery. They found a 
relationship between pre-existing maladaptive schema measured before 
delivery and PTSD symptoms measured after delivery. PTSD symptoms were 
also related to negative appraisals of the birth experience measured by a 
questionnaire on birth experience.
Despite studies such as these, there is a relative paucity of research on the 
role of post-traumatic cognitions in women with PTSD symptoms following
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childbirth. The available research does, however, seem to suggest that the 
three broad areas of cognitive change proposed by Foa et al. (1999) and 
measured by the PTCI have some relevance within this population. Self 
blame, beliefs about oneself and beliefs about the world have all featured in 
the small amount of literature about cognitions with this population. In 
particular, the evidence base reviewed suggests that cognitive appraisals may 
have a role in the development of PTSD symptoms following childbirth and 
that this is an area that warrants more research.
2. Research Questions
Whilst there is a small but robust and growing evidence base looking at post- 
traumatic stress following childbirth, the role of both social support and of 
trauma related cognitions are relatively under-researched within this 
population. Whilst some research, such as Edworthy et al. (2008), has 
investigated cognitions, none have appeared to do so using standardised 
measures such as the PTCI. Similarly, while there are a handful of studies 
looking at whether social support may play a mediating role many of these 
employ qualitative methodologies with small populations, such as Ayers et al. 
(2006). Many of those that look at larger samples using standardised 
measures have not been carried out within the U.K. (Creedy et al., 2000; 
Lemola et al., 2007), have only looked at specified relationships (Lemola et 
al., 2007; Parfitt & Ayers, 2009) or have suffered from methodological flaws 
related to the method of measuring social support (Czarnocka & Slade, 2000) 
or the time at which social support was measured (Edworthy et al., 2008).
This research aims to address some of these limitations within the literature by 
employing a quantitative methodology, using standardised measures of PTSD 
symptoms, social support and post-traumatic cognitions and by recruiting 
participants from a U.K. urban population.
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The key aims of the study are:
• To explore the link between social support and PTSD symptoms within 
a UK population
• To explore the link between post-traumatic cognitions and PTSD 
symptoms in a U.K. population
• To investigate the impact social support may have upon cognitions
• To determine whether social support and/or cognitions have a role in 
the development of PTSD symptoms
• To use a measure of social support that lessens the impact of 
subjective interpretation by measuring satisfaction with social support 
(via an analysis of the discrepancy between actual and ideal support)
• To account for the presence of postnatal depression by controlling for 
this variable.
3. Hypotheses
This study has an overall hypothesis that social support and cognitions will 
have a beneficial effect on PTSD symptoms in women following childbirth. 
This can, however, be broken down into several more specific hypotheses 
thus:
1. Higher levels of rated satisfaction with social support will be associated 
with lower post-traumatic stress symptoms
2. Higher levels of dissatisfaction with social support will be associated 
with more negative cognitions
3. There will be an correlation between cognitions and post-traumatic 
stress symptoms
4. PTSD symptom severity may be predicted by levels of cognition and/or 
by levels of satisfaction with social support
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4. Methods
4.1 Study Design
This study employed a cross sectional, correlational design. All participants 
completed a set of questionnaires at one point in time approximately six 
weeks after giving birth. This time period was selected to accommodate the 
minimum 4 weeks duration of symptoms necessary for a diagnosis of Post- 
traumatic Stress Disorder according to the DSM-IV-TR (APA, 2000). The 
independent variables (or predictors) are social support, post-traumatic 
cognitions and a range of risk factors, such as parity and type of delivery. The 
dependent variable (or outcome) is the score on a measure of post-traumatic 
stress symptoms.
An additional measure of postnatal depression was also included to enable 
potential effects of this to be accounted for in the overall analysis if necessary.
4.2 Participant recruitment
Participants were all women who had given birth a large teaching hospital 
between December 2009 and May 2010. 116 women consented to take part 
in the study and 43 completed and returned the questionnaire measures in the 
post. Women were not screened for PTSD symptoms prior to recruitment 
therefore the sample includes women with a broad range of symptoms.
4.3 Inclusion and Exclusion Criteria
Included in the study were women who had recently had a live birth (within the 
last four - six weeks) and who had sufficiently good English language and 
literacy skills to complete the self report questionnaire measures. All postnatal 
women were included, regardless of type of delivery, parity or level of distress 
during labour.
Exclusion criteria were women who had given birth prematurely, or who had 
suffered a stillbirth or neonatal death. Additionally, women whose baby had a 
disability, such as Down’s syndrome, were also excluded from the study. 
These groups were excluded from the study in response to the requirements 
of the local Research Ethics Committee.
156
Major Research Project
4.4 Description of the sample
4.4.1 Demographic information
Table 1: Participant demographic characteristics
Characteristic A/ = % of sample
Ethnic origin :^
White English 14 32.6
Other White British 9 20.9
Other White Background 12 27.8
Total White: 35 81.3
Mixed: White & Asian rnÊÊÊBÊmÊÊimm 2.3
Other Mixed Background wÊrnÊIÊÊÊmÊÊKm 4.7
Indian iiiiiiiiiiiïsiiiiiiiiiiiiiiiiis 4.7
Black African WÊÊÊÊÊÊÊÊÊÊmm 4.7
Other Ethnic Group 2.3
Total Other 8 18.7
Parity (birth order);
Primiparous (1^ ‘ child) 26 60.5
Multiparous (2"^  child+) 17 39.5
A total of 43 participants returned completed questionnaires representing a 
response rate of 37%. The mean age of participants was 33.15 years of age 
and ages ranged from 20 to 42 years of age. Demographic characteristics of 
participants are shown in table 1 above. Information on ethnic background and 
parity (birth order) were available for all participants. Data on age was missing 
for 2 participants and in these instances was replaced by the series mean. 
The majority of participants were from white ethnic groups (81.3%) and had 
given birth to their first child (60.5%).
4.4.2 Obstetric information
Obstetric information for participants is shown in Table 2 below. The majority 
of women had a normal vaginal delivery (46.5%). Gas and air (65.1%) and 
breathing/ relaxation (58.1%) were the most commonly used forms of pain 
relief.
’  Only those categories applicable to the sample are displayed
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Table 2: Participant obstetric information
N = % of sample
Type of delivery;
Normal vaginal delivery 20 46.5
Forceps 4.7
Ventouse 14.0
Total instrumental iiiliiliiiiiiiiiiiiiiiiiiiiiii 18.7
Elective caesarean 9.3
Emergency caesarean 10 23.3
missing illlilililllllilill 2.3
Previous pregnancies;
Prior miscarriage 16.3
Prior stillbirth WÊÊÊKÊnmmÊÊmÊÊm
Prior termination iiiiiîiiiiiîiîîiîiiïiiiiiiii 4.7
Pain relief;
Breathing/relaxation 25 58.1
water 11.6
TENS machine 16 37.2
Pethidine 11 25.6
epidural 15 34.9
General anaesthetic 7.0
Gas and air 28 65.1
None 0
other 6 14.0
4.5 Ethical Approval
An application for ethical approval was made via the Integrated Research 
Ethics Service (IRAS) in April 2009 and approval was obtained from 
Wandsworth Research Ethics Committee in September 2009®. An application 
was then submitted to St George’s Research and Development Service®, who 
granted their approval in February 2010. Approval was also sought and 
obtained from the faculty ethics committee at the University of Surrey^®.
4.6 Procedure
The midwifery department at a large London teaching hospital were 
approached in relation to the study, and an agreement was made that enabled 
women who had given birth at the hospital to be approached about the study 
whilst revering on the postnatal ward or in the midwife-led birthing centre.
' See appendix 2 for REG approval 
' See appendix 3 for trust R & D approval 
° See appendix 4 for faculty ethics approval
158
Major Research Project
Ethical consent was then obtained from the local NHS Research Ethics 
Committee as well as the University faculty ethics committee. In addition, an 
application was made and approved by the relevant NHS trust research and 
development department. Specific ethical issues relating to this study are 
discussed further below.
Potential participants were thus approached whilst on the post natal wards at 
the hospital, between February and May 2010. The women were given 
information about the study and invited to participate (see appendices 7 and 8 
for participant information and consent materials). Obstetric and demographic 
information for those who consented to participate was collected at this point, 
either directly from the participant or from their midwifery records in addition to 
a signed consent form.
All participants were then sent the four standardised questionnaires (see 
measures) and a birth experiences questionnaire approximately six weeks 
after giving birth. Participants were provided with a freepost envelope in which 
to return the completed questionnaires which were coded for confidentiality.
Time 1 : Participant information sheet provided
Consent sought and form completed 
Background questionnaire completed
1
Participants return completed 
questionnaires in freepost envelope
+ 5-6 weeks: questionnaire measures (lES, SOS, 
PTCI and EPDS) and birth 
experiences questionnaire mailed to 
participants
Figure 2: Procedural timeline
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4.7 Measures^^
4.7.1 Significant Others Scale (SOS).
The significant others scale (Power et al., 1988) is a self report questionnaire 
that allows for the assessment of emotional and practical support as separate 
subscales in up to seven different relationships. These relationships are 
suggested in the questionnaire and comprise partner, mother, father, sibling, 
close friend, trusted professional, child and other. A rating systems ranging 
from ‘T (‘never’) to ‘7’ (‘always’) is used to rate both emotional and practical 
support, each of which have five associated statements which participants are 
invited to rate ‘to what extent can you...?’. For example, the emotional support 
scale contains statements such as “to what extent can you trust, talk to frankly 
and share feelings with” and the practical support scale contains statements 
such as “to what extent can you get financial and practical help”. The scale 
provides actual and ideal measures of these two kinds of social support and of 
the discrepancies between the two. Discrepancy scores can then be 
calculated between participants’ perceived actual support and their desired 
support. So for instance an ideal score of 6 and an actual score of 4 would 
yield a discrepancy score of 2. The larger the discrepancy the higher the 
perceived dissatisfaction. Power et al. (1988) report test-retest reliability 
ranging between 0.73 and 0.83 and also report ‘satisfactory’ criterion validity. 
Scale scores are reported as the mean item response for each scale.
4.7.2 Impact of Event Scale -  revised (lES-R).
The impact of event scale revised (Weiss & Marmar, 1997) is a self report 
measure of PTSD symptoms following a specified traumatic event. In this 
study participants were asked to complete the questionnaire in relation to 
‘childbirth’ as the index event. The scale comprises 22 items which can be 
further broken down into three subscales, measuring avoidance (8 items), 
intrusion (7 items) and hyperarousal (7 items). Participants are asked to rate 
each item on a scale of 0-4 where 0 = ‘not at all’ and 4 = ‘extremely’ according
See appendix 4 for copies of all standardised measures: Significant Others Scale, Impact of Event 
Scale, Post Traumatic Cognitions Index and Edinburgh Postnatal Depression Scale.
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to how they have been feeling in the last 7 days in response to statements 
such as “any reminder brought back feelings about it”.
Internal reliability of the scale is high with ‘intrusion’ alphas ranging from .87 to 
.92, ‘avoidance’ alphas from .84 to .86 and ‘hyperarousal’ alphas from .79 to 
.90 (Briere, 1997). Weiss & Marmar (1997) report ‘good’ criterion validity, 
while the hyperarousal subscale has been reported as having particularly 
good predictive validity with respect to trauma (Briere, 1997). Whilst there is 
no standardised cut-off score and the lES-R is not a diagnostic measure in 
itself, research suggests that a score of 33 or more is indicative of a probably 
diagnosis of PTSD (Creamer et al., 2002). Weiss & Marmar (1997) also 
suggest that a mean score of 2 or more on any of the subscales is indicative 
of moderate to high levels of severity in that area. Cronbach’s alpha for the 
overall scale is a = .96 in this sample. Cronbach’s alphas for the subscales 
within this sample are a = .94 for the avoidance subscale, a = .89 for the 
intrusions subscale and a = .89 for the hyperarousal subscale.
4.7.3 Posttraumatic Cognitions Index (PTCI).
The posttraumatic cognitions index (Foa et al., 1999) is used to measure 
trauma-related thoughts. It consists of 36 statements such as “my reactions 
since the [birth] event mean that I am going crazy”, which the participant is 
required to rate on a scale of 1 -  7 where 1 = ‘totally disagree’ and 7 = ‘totally 
agree’. There is evidence that the PTCI has good sensitivity and specificity in 
identifying individuals with and without PTSD (Foa et al., 1999). The same 
study showed test-retest reliability of P = .74 and Cronbach’s alpha for the 
total scale was reported at a = .97. The questionnaire can be further divided 
into three subscales measuring ‘negative cognitions about self (a = .97) 
containing 21 items, ‘negative cognitions about the world’ (a = .88) containing 
7 items and self-blame (a = .86) containing 5 items. Scale scores are reported 
as the mean item response for each scale. Cronbach’s a = .96 for the overall 
scale in this sample.
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4.7.4 Edinburgh Postnatal Depression Scale (EPDSV
The Edinburgh Postnatal Depression Scale (Cox et al., 1987) is a 
standardised 10 item self report questionnaire widely used as a screening tool 
for postnatal depression. Participants are required to chose an answer to 
statements such as “I have been able to laugh and see the funny side of 
things”. The scale alone is not diagnostic, however cut off scores of >12/13 
have been shown to be a good indicator of depression symptoms (Cox et al., 
1987). The same study showed that the EPDS had sensitivity of 86% and 
specificity of 78%. Cox & Holden (2003) report split half reliability of .88 and a 
standardised coefficient of a = .87. Cronbach’s a = .87 for this measure in this 
sample.
4.7.5 Additional data collection tools
Participants were also asked to complete a questionnaire about their 
expectations and experiences of childbirth which asked about such areas as 
how prepared participants were for childbirth, how painful they found it, 
whether someone was with them, how frightened they felt and how in control 
they felt.^^
Demographic and obstetric information were collected from participants’ 
maternity records including ethnicity, method of delivery, parity, previous 
stillbirth or miscarriage, week of gestation, gender of baby and whether they 
suffered a perineal tear or underwent an episiotomy. This was collected at the 
time of recruitment to the study.^®
4.8 Power Analysis
An a priori power analysis in order to calculate target sample size was 
performed, using G*Power, an electronic tool for conducting power analyses 
(Erdfelder et al., 1996). This suggested that a correlational analysis would
See appendix 5 -  birth experiences questionnaire 
See appendix 6 -  background information questionnaire
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require a sample of 64 to obtain results with a medium effect size (R=0.3)^\ 
0=0.05 and (3=0.8.
4.9 Analysis of data according to hypotheses
Hypothesis 1: Lower levels of dissatisfaction with social support will be 
associated with lower post-traumatic stress symptoms.
The rated score for actual social support measured by the SOS was 
subtracted from that for ideal social support in order to provide a calculation of 
the discrepancy between the two. A score of 'O’ therefore represents no 
discrepancy and a complete match between the two. A negative score 
denotes a higher level of social support than desired and a positive score 
denotes a lower level of support than required. The mean amount of 
satisfaction with social support was then calculated and the two compared 
using Pearson’s correlation. Relationships between different kinds of social 
support (‘emotional’ and ‘practical’ support) and different kinds of PTSD 
symptoms (‘avoidance’, ‘intrusions’ and ‘hyperarousal’) were explored using 
Pearson’s correlations if the data met assumptions of parametric tests and 
Kendall’s Tau if they did not.
Hypothesis 2: Higher levels of dissatisfaction with social support will be 
associated with more negative cognitions.
Total cognitions were measured using the PTCI in which high scores denote 
more positive cognitions and vice versa. The different types of cognition 
provided by the measure (‘negative beliefs about the self, ‘negative beliefs 
about the world’ and ‘self blame’) were computed and means calculated. 
Pearson’s r or Kendall’s Tau correlations were used to investigate the 
relationship between these factors and ratings of social support. Kendall’s Tau 
was selected as it is recommended in preference to other non-parametric 
tests of correlation if there are likely to be a large number of tied ranks within 
the data set (Field, 2005, pg. 131).
Field (2005) suggests R=0.1 as a small effect size, R=0.3 as a medium effect and R=0.5 as a large 
effect size.
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Hypothesis 3: There will be a correlation between cognitions and post­
traumatic stress symptoms.
The overall cognitions mean and subscale means (see hypothesis 3 for 
explanation) were then compared with PTSD symptoms using Pearson's 
correlations or Kendall’s Tau.
Hypothesis 4: PTSD symptom severity may be predicted by levels of cognition 
and/or by levels of satisfaction with social support.
A multiple regression analysis is carried out to calculate how much of the 
variance in PTSD symptoms may be predicted by social support and 
cognitions.
5. Results
5.1 Data screening
5.1.1 Missing data
Missing data from all continuous variables was substituted for the series 
mean. On the Significant Others Scale participants can rate up to eight 
relationships, but may choose to rate fewer than this according to relevance. 
Means were not substituted for relationships that participants chose not to 
rate, and these were not included in final calculations.
5.1.2 Distribution
Data from the main questionnaire measures (PTSD symptoms, social support, 
cognitions and postnatal depression) were checked for outliers and 
distribution by using appropriate statistical tests and histograms. Other 
variables relevant to the hypotheses were also screened as appropriate.
5.1.3 PTSD symptoms
An analysis of skewness (z = 2.42, p=<.05) and kurtosis (z = 5.72, p=<.001) 
showed that the data for PTSD symptoms was positively skewed and 
significantly leptokurtic. Analysis of normality carried out using the
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Kolmogorov-Smirnoff test (D(43) = 1.76, p=<.01) showed that the data differed 
significantly from normal. The data were therefore transformed using a log 10 
transformation which resulted in a normal distribution (D(43) = 0.69, p=.73) 
and levels of skewness (z = 0.27) and kurtosis (z = -0.62) were well within 
normal limits.
The PTSD symptoms subscales were also abnormally distributed according to 
Kolmogorov-Smirnoff tests performed on the avoidance (D(43) = 1.96, p = 
<.01 ), intrusion (D(43) = 1.45, p = <.05) and hyperarousal (D(43) = 2.40, p = 
<.01 ) symptom scales. Log 10 transformations were performed on the 
subscales, after which the distributions were normal for the intrusion scale 
(D(43) = 1.16, p = 0.14). The hyperarousal and avoidance subscales could not 
be transformed to achieve normal distribution. Parametric tests were therefore 
used to analyse the transformed data for overall PTSD and intrusion 
symptoms. Hyperarousal and avoidance symptoms (untransformed) were 
analysed using appropriate non-parametric tests.
5.1.4 Social Support
Levels of skewness on the overall measure of discrepancy between ideal and 
actual social support were within normal tolerances (z = .93), however the 
data was significantly leptokurtic (z = 2.17, p = <.01 ). The Kolmogorov- 
Smirnoff test revealed that the data was normally distributed (D(43) = .59, p = 
.87). Given that the skewness and distribution were normal and the kurtosis 
was only slightly above the critical value, the data was analysed using 
parametric tests.
Data was also normally distributed for the two sub-types of support measured, 
emotional (D(43) = .67, p = .76) and practical support (D(43) = .85, p = .47). 
The data for neither practical nor emotional support contained any outliers and 
whilst emotional support had no significant levels of skewness (z = .35) or 
kurtosis (z = .18), practical support was not skewed (z = 1.55) but was 
significantly leptokurtic (z = 5.84, p = <.01 ). However, as the distribution for 
both types of social support were normal, parametric tests were used.
165
Major Research Project
5.1.5 Post-traumatic cognitions
The data for cognitions contained one significant outlier, however as all of the 
participants came from the same target population it was treated as a real 
score and the outlier was not removed from the data set. Analyses of 
skewness (z = -3.09, p = <.01 ) and kurtosis (z = 14.02, p = <.01 ) revealed that 
the data was significantly negatively skewed and significantly leptokurtic. 
Analyses of distribution showed that the data was not normally distributed 
(D(43) = 1.40, p = <.05). Calculations were carried out to assess whether 
transformation of the data would be helpful, however all of these resulted in 
the data becoming more abnormally distributed. The outlier was therefore 
dealt with by replacing the score with the next lowest score minus one, as 
suggested by Field (2005, pg. 79). Following this the data were normally 
distributed (0(43) = 1.21, p = .11) and without significant levels of skewness (z 
= .59) or kurtosis (z = -.91). Parametric tests were therefore used to analyse 
this changed data. Measurement of cognitions was also broken down into 
three types of cognition, negative cognitions about self, negative cognitions 
about the world and self blame. The data for all three of these were not 
normally distributed, and could not be transformed to achieve normality. Non- 
parametric tests were therefore used to investigate these sub-types of 
cognition.
5.1.6 Postnatal depression svmotoms
The data for postnatal depression symptoms (PND) were not skewed (z = 
1.16) however the data were significantly leptokurtic (z = 2.27, p = <.05). The 
Kolmogorov-Smirnoff test revealed that the data was normally distributed 
(D(43) = 1, p = .27). A log 10 transformation was performed, which resulted in 
a reduction in kurtosis (z = 0.09) whilst still remaining normally distributed 
(D(43) = .93, p = .35). Consequently parametric tests were used to analyse 
the transformed data.
5.1.7 Social Support
Mean participant ratings of ideal and actual social support and the 
discrepancy between the two are summarised in table 3 below. Discrepancy
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scores were calculated by subtracting actual support from ideal support 
ratings and are expressed as mean per relationship. Higher discrepancy 
scores indicate a higher mismatch between ideal and actual levels of support. 
Higher discrepancy scores are therefore associated with lower levels of 
satisfaction with perceived social support.
Table 3: Ideal, actual and discrepancy scores of social support
Ideal Actual Discrepancy
Emotional support 5.63 4.75 0.88
Practical support 5.60 4.83 0.77
Overall support 5.62 4.79 0.83
Actual support was rated as lower than ideal in all cases, with the largest 
discrepancy score for emotional support.
Social support was also rated according to relationship. The ideal, actual and 
discrepancy scores by relationship are shown below in table 4. Positive scores 
indicate that the level of perceived actual support is lower than perceived ideal 
support, while negative scores indicate that actual support is higher than ideal.
Table 4: Social support ratings by relationship
A/ = Ideal support Actual support Discrepancy
Partner 41 6.87 6.14 0.73
Mother 42 5.82 5.05 0.77
Father 35 5.53 4.35 1.18
Sibling 36 5.50 4.53 0.97
Friend 40 5.68 4.88 0.80
Professional 32 4.02 3.25 0.77
Child 7 3.31 2.68 0.63
Other 2 2.7 3 -0.30
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Participants rated actual support lower than ideal in all relationships except for 
‘other’.
5.2 Demographic and obstetric factors
Evidence suggests that a range of demographic and obstetric variables may 
also have an impact on PTSD symptoms following childbirth. The relationships 
between these variables and symptoms within this sample are investigated 
further below.
5.2.1 Perinatal and demographic factors
Participants were asked to provide information about several aspects of their 
delivery experience. They were asked to rate preparedness, pain and fear 
during childbirth on a 1 -  7 scale. Data was also collected about women’s’ 
ethnicity, parity and whether or not they attended antenatal classes prior to 
giving birth. The relationship between these variables and measures of PTSD 
symptoms, cognitions and social support are summarised in table 5 below.
Table 5: Demographic and obstetric factors
Parity Mean 1®* 
child (26)
SO Mean 2"*+ 
child (17)
SO t P
PTSD .94 .516 .42 .365 3.57 <.01
Cognitions 6.45 .49 6.55 .45 -.65 .52
Social sup .59 .827 1.19 .998 -2.15 <.05
Ethnicity Mean white SO Mean non­ SO f P
(35) white (8)
PTSD .76 .52 .60 .53 .76 .45
Cognitions 6.56 .45 6.21 .48 1.97 .05
Social sup .76 .81 1.14 1.39 -1.03 .31
See page 142 for definition of this concept
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Antenatal Mean 'yes' SO Mean no' SO t P
classes
PTSD .83 .47 .53 .58 1.80 .08
Cognitions 6.54 .47 6.40 .48 .90 .37
Social sup .55 .764 1.42 1.01 -3.14 <.01
Preparedness r P
(1-7 scale)
PTSD^ llllllllllll iiiiiiliiiilil; -.266 <.05
Preparedness Mean ‘yes’ SO Mean 'no' so t P
(1-7 scale)
Antenatal 5.38 1.21 5.00 1.80 .82 .42
classes
Pain r P
(1-7 scale)
PTSD -.30 <.05
Birth r P
experience (1-
7 scale)
PTSD 1:1111 liiiiiililiiiii l i i i i l i  II i i i i ii i l i i i li:i:iiiiiiliiii::!:!:!: -.35 <.05
Fear r P
(1-7 scale)
PTSD .40 <.01
Control r P
(1-7 scale)
PTSD - - -.21 .05
PTSD and social support were significantly different according to parity, with 
primiparous women reporting higher PTSD symptoms and less dissatisfaction
Kendall's Tau test was used as the data for preparedness was not normally distributed
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with social support. Women who attended antenatal classes also showed 
significantly less dissatisfaction with social support than those who did not. 
There were also significant relationships between PTSD symptoms and 
ratings of preparedness, pain, birth experience and fear.
5.2.2 Type of delivery
A one-way ANOVA test was used to compare differences between PTSD 
symptoms according to type of delivery. There was no difference in symptoms 
according to delivery type F(4,37) = 0.24, p = .91. In addition to this, t-tests 
were used to compare relationships between delivery types. There was no 
significant difference in PTSD symptoms between women who had undergone 
a normal vaginal delivery (NVD) and those who had given birth via an 
instrumental delivery (ff26)=-.149, p=.88) nor between women who had an 
emergency caesarean compared to an NVD (f(28)=-.102, p=.92) or those who 
had an elective caesarean compared to an emergency caesarean section 
delivery (f(12)=-.335, p=.74).
Table 6: PTSD symptoms according to type of delivery
A/ = Mean SO
NVD 20 0.70 0.557
Instrumental 0.74 0.443
Emergency Caesarean 10 0.72 0.435
Elective Caesarean 4 0.62 0.690
5.3 Prevalence
Of the 43 participants who took part in the study, 5 (11.6%) scored above the 
suggested cut-off of 33 for clinically significant PTSD symptoms (Creamer et 
al., 2002). Whilst none of these 5 women reported fearing for their own lives, 
two of them reported fearing that their baby's life was in danger and reported
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moderate to high levels of feeling "helpless, frightened or horrified’. T h i s  
represents 4.6% of the overall sample. 4 out of the 5 women who had 
clinically significant levels of PTSD symptoms also scored in the clinical range 
for postnatal depression. This suggests a high level of co-morbidity between 
PTSD and postnatal depression within the sample. All of the 5 women were 
primiparous (i.e. they had just given birth to their first child) and 3 out of 5 had 
attended antenatal classes prior to childbirth.
5.4 Hypothesis testing
5.4.1 Hvpothesis One
Hypothesis one stated that lower levels of dissatisfaction with social 
support will be associated with lower post-traumatic stress symptoms.
This was investigated using Pearson’s r  correlations where data were 
normally distributed and Kendall’s Tau where data were not. Correlations 
between the PTSD symptom subscales (avoidance, intrusion and 
hyperarousal symptoms) and the two different kinds of social support 
measured (emotional and practical) were also calculated.
Table 7; PTSD and social support correlations
N = Overall social support Emotional
support
Practical
support
PTSD symptoms 43 r — -.08 r= -.19
p = .18 p = .31 p = .11
Avoidance 43 r=  .01 r -  .01 r — -.06
p = .48 p = .45 p = .31
Intrusions 43 r= -.10 r = -.04 r= -.16
p = .25 p = .39 p = .15
Hyperarousal 43 r=-.15 r=-.09 r=-.22
p = .09 p= .21 p = <.05
There was no significant correlation between social support and PTSD 
symptoms (r = -.14, p (1-tailed) = .18). Nor were there any significant 
relationships between the other measures of social support and PTSD
Question 10 of the 'Birth experiences questionnaire', see appendix 5
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symptoms except between practical support and hyperarousal symptoms (r = 
-.22, p = <.05) where there was a significant negative relationship. This 
suggests that as levels of dissatisfaction with practical support decrease (i.e. 
discrepancy scores between ideal and actual support are lower) PTSD 
symptoms increase.
The above tests were repeated using partial correlations which controlled for 
postnatal depression symptoms.
Table 8: PTSD symptom and social support partial correlations
N = Overall social support Emotional
support
Practical
support
PTSD symptoms 43 r= -.36 r = -.37 r= -.29
p = <.05 p = <.01 p = <.05
Avoidance 43 r = -.27 r=-.22 r=-.2S
p = < .05 p = .07 p = <.05
Intrusions 43 r= -.32 r  = -.34 r= -.26
p = < .05 p = < .05 p = < .05
Hyperarousal 43 r = -.26 r=-.22 r = -.27
p = < .05 p = .08 p = < .05
There are significant negative relationships between almost all of the 
measures once postnatal depression is controlled for in the equation (see 
table 8 above). This indicates that as dissatisfaction with social support 
decreases, PTSD symptoms increase in nearly all of the relationships with the 
exception of emotional support and avoidance symptoms and emotional 
support and hyperarousal symptoms. In other words higher PTSD symptoms 
were related to greater satisfaction with social support.
Analysis of correlations between social support by relationship and PTSD 
symptoms are summarised in table 9 below. Bivariate correlations were 
carried out using Kendall’s Tau.
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Table 9: correlations between social support by relationship and PTSD symptoms
A/ = Total social 
support
Emotional
support
Practical support
Partner 41 r= -.10 r — -.09 r= -.04
p= .19 p = .21 p= .35
Mother 41 r= -.16 r= -.09 r=  -.16
p= .07 p=.20 p = .08
Father 34 r  = -.21 r= -.23 r=  -.15
p = < .05 p = < .05 p= .11
Sibling 35 r=-.20 r=-.13 r= -.25
p = < .05 p = .13 p = <.05
Friend 40 r — -.06 r= .02 r= -.10
p = .30 p = .44 p= .18
Professional 32 r=  .21 r=  .21 r=.20
p=.05 p =.05 p=.06
Child 7 r — -.26 r= -.16 r=-.26
p=.21 p = .32 p= .21
Other^ ® 2 n/a n/a n/a
The only significant relationships are between PTSD symptoms and overall 
support (r = -.21, p = <.05) and emotional support (r = -.23, p = <.05) from 
participants' fathers, overall support from siblings (r = -.20, p = <.05) and 
practical support from siblings (r = -.25, p = <.05). These are all negative 
relationships suggesting that in these relationships PTSD symptoms worsen 
as satisfaction with social support increases.
5.4.2 Hvpothesis Two
Hypothesis two stated that higher levels of dissatisfaction with social 
support will be associated with more negative cognitions.
Social support and cognitions were compared using Pearsons r or Kendall’s 
Tau correlations as appropriate. Relationships between emotional or practical
The small sample size for support from 'other' relationships meant that it was not possible to carry 
out analyses of correlation
173
Major Research Project
support and the three cognition sub-scales were also examined. The results 
are summarised in table 10 below.
Table 10: correlations between cognitions and social support
N = Overall support Emotional
support
Practical
support
Total cognitions 43 r = -.34 r=  -.34 r= -.28
p = <.01 p = <.05 p = <.05
Negative cognitions 43 r = -.26 r = -.26 r=-.21
about self p = <.01 p = <01 p = <.05
Negative cognitions 43 r= -.23 r = -.24 r=  -.17
about world p = <.05 p = < 05 p -  .06
Self blame 43 r = -.27 r=-.30 r=  -.17
p = <.01 p = <.01 p= .07
There was a highly significant negative relationship between social support 
and cognitions (r = -.34, p = <.01 ), indicating that as participants’ 
dissatisfaction with the levels of social support they were receiving rose, their 
cognitions became more negative. Correlations between different types of 
support and different types of cognition were also almost all significant. This 
means that as cognitions become more negative, levels of satisfaction with 
social support fall. This does suggest whether social support causes or 
predicts negative cognitions, therefore a linear regression analysis was carried 
out to investigate the role of social support as a predictor of cognitions. The 
level of correlation is clear from the scatterplot below (figure 3), however the 
regression model showed that perceived social support only accounts for 11 % 
of the variation in cognitions, suggesting that there are other contributing 
variables not included in this analysis.
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Figure 3: cognitions x social support
5.4.3 Hypothesis Three
Hypothesis three stated that there will be a correlation between cognitions 
and post-traumatic stress symptoms.
This was investigated by carrying out analyses of the relationship between 
overall cognitions and PTSD symptoms using the Pearsons r calculation. 
Cognitions are measured by the PTCI, in which the higher the number, the 
more positive participants' cognitions are. There was a highly significant 
negative correlation between cognitions and PTSD symptoms (r = -.37, p = 
<.01 ). This was not the case, however, when a partial correlation was 
calculated controlling for postnatal depression (r = -.09, p = .29). Tests of 
correlation were also carried out between the three different PTSD symptom 
scales and between the three sub-types of negative cognition These were 
calculated using Kendall’s Tau, and the results are summarised in table 11 
below.
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Table 11: correlations between cognitions and PTSD symptoms
N = Total
symptoms
avoidance intrusions hyperarousal
Total cognitions 43 r = -.37
p = <.01
r= -.23  
p = <.05
r  = -.44
p = <.01
r  — -.23 
p = <.05
Negative cognitions 
about self
43 r  = -.26 
p = <.05
r= -.32
p = <.01
r= -.25  
p = <.05
r= -.29
p = <.01
Negative cognitions 
about world
43 r= -.22  
p = <.05
r=-.21  
p = <.05
r = -.27 
p = <.05
r= -.23  
p = <.05
Self blame 43 r= -.22  
p = < .05
r = -.26 
p = < .05
r= -22  
p = <.05
r=-.20 
p = .05
There were significant relationships between all kinds of cognition and all 
kinds of PTSD symptoms with the exception of hyperarousal and self blame (r 
= -.20, p = .05), however this relationship was also approaching significance. 
This suggests that, as PTSD symptoms rise in all areas, all kinds of post­
traumatic cognition become more negative.
5.4.4 Hvpothesis Four
The fourth and final hypothesis stated that PTSD symptom severity may be 
predicted by levels of cognition and/or by levels of satisfaction with 
social support.
A multiple linear regression analysis was carried out to investigate how well 
the experimental variables predict levels of PTSD symptoms. Social support 
was not included in the calculation, as there was no significant correlation 
noted between this and PTSD symptoms. The model does, however, include 
parity, pain, fear, preparedness and control as these have all been noted to 
have significant relationships with overall PTSD symptoms. The analysis was 
carried out stepwise, with cognitions introduced at step one, parity at step two 
and the remaining variables at step three. The results are shown in table 12 
below.
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Table 12: Multiple regression results
R^ B SEB
Step 1 .12
Constant 3.22 1.07
Overall cognitions -0.39 0.16 -0.35*
Step 2 .33
Constant 3.63 0.95
Overall cognitions -0.34 0.14 -0.31*
Parity -0.49 0.14 -0.46*
Step 3 .48
Constant 3.31 1.10
Overall cognitions -0.26 0.15 -0.24
Parity -0.41 0.14 -0.39*
Preparedness -0.12 0.06 -0.32
Pain -0.07 0.04 -0.25
Fear 0.06 0.05 0.20
Control 0.09 0.06 0.30
*p = <.05
The analysis suggested that at step one, cognitions accounted for 12% of the 
variation in PTSD symptoms (R^ = 0.12). When parity was added to the model 
at step 2 this accounts for 33% of the variance (R^ = 0.33), indicating that 
parity accounts for an additional 21%. At step 3 ratings for preparedness, 
pain, fear and control were added to the model, and this accounted for 48% of 
the total variation in PTSD symptoms (R^ = 0.48) indicating that these three 
variables collectively account for a further 15% of the variability in symptoms. 
There are moderate levels of correlation between fear and preparedness (r = - 
.50), control and preparedness (r = .64) and fear and control (r = .67). The 
remaining variables have low levels of correlation between them. This 
indicates that almost half of the variance in PTSD symptoms within this 
sample can be accounted for by a model incorporating negative cognitions, 
parity, preparedness, control and fear as potential predictors. There is, 
however, potentially some conceptual overlap between control, fear and 
preparedness as these factors are all moderately correlated with one another.
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6. Discussion
6.1 Summary of Results
This study aimed to investigate the relationship between perceived levels of 
social support, negative cognitions and PTSD symptoms following childbirth. 
There was an overarching hypothesis that fewer negative cognitions and 
higher levels of satisfaction with social support would be related to lower 
PTSD symptoms. This exploratory research was carried out with women from 
a general postnatal population in order to investigate these relationships 
across a representative range of women, regardless of levels of PTSD 
symptomatology.
A total of 5 women (11.6%) within the sample were displaying PTSD 
symptoms within a clinically significant range with 2 of these (4.6%) meeting 
full diagnostic criteria. This is consistent with prevalence rates suggested in 
the literature of between 1.9%-5.6%. The majority of the remaining 
participants reported some levels of sub-clinical PTSD symptoms, with only 9 
women reporting no symptoms at all (21%).
The research found that in this sample, levels of negative cognitions were 
related to PTSD symptoms, with more negative cognitions associated with 
having more PTSD symptoms. Higher satisfaction with social support was not, 
however, found to be associated with lower PTSD symptoms. A relationship 
was also found between cognitions and social support. Once this was broken 
down into sub-types of support it was clear that more satisfaction with 
emotional support in particular was associated with less negative cognitions. 
Parity, levels of preparedness, pain, control and fear were all also found to 
have a relationship with PTSD symptoms. A regression model which included 
cognitions, parity, preparedness, pain, control and fear accounted for nearly 
half (48%) of the variance in PTSD symptoms.
In addition, 80% of the women in this sample who had clinically significant 
PTSD symptoms also scored within the clinical range for postnatal depression
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symptoms. Whilst this may indicate high levels of co-morbidity between the 
two conditions, it could also be potentially explained by a similarity between 
the two measures.
6.2 Discussion of results by hypothesis
The results will now be considered in relation to the specific research 
hypotheses.
6.2.1 Hvpothesis 1
Lower levels of dissatisfaction with social support will be associated with lower 
post-traumatic stress symptoms: Rejected.
Less satisfaction with perceived social support was on the whole not found to 
be related to higher PTSD symptoms, as hypothesised. It was expected that 
discrepancy scores between ideal and actual support would be higher in those 
women with higher levels of PTSD symptoms. This is in contrast to prior 
research which has observed a relationship between the two (e.g. Coker et 
al., 2002; Hyman et al., 2003). These studies were both carried out with 
different trauma populations, however. Coker et al. (2002) looked at the 
relationship between social support and PTSD symptoms in women who had 
been the victims of violence from their partner, and Hyman et al. (2003) 
investigated the same relationship in survivors of sexual abuse. It is notable 
that these are both areas in which the victim might reasonably be expected to 
have difficulties in adjusting to their traumatic experience. The same may not 
be true following childbirth, however, as there are potentially societal 
expectations regarding how women may be expected to feel at this time, and 
the amount that mothers might be expected to cope with. This has been 
highlighted in a newspaper interview by Sheila Kitzinger, a U.S. maternity 
advisor (Donnelly, 2009) who suggested that societal expectations of the ideal 
birth experience could lead to feelings of guilt in women who had a poor 
experience of childbirth. It is possible that the women in this sample may feel 
that they should be able to cope with motherhood, and therefore rate the need 
for support (in this study their ratings of ‘ideal’ support) lower.
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Alternatively these findings may suggest that women employ different coping 
strategies at this time. Given that the majority of women do not experience 
childbirth as a traumatic event, it is possible that women may perceive these 
symptoms as part of a normal adjustment process rather than as traumatic in 
nature. Women’s attitudes towards support and coping have not been 
investigated within this study, however, and indeed this is an area which 
would benefit greatly from further research attention.
The finding that women rated their levels of support as exceeding 
expectations within some of their relationships was also surprising. Significant 
correlations were noticed whereby as PTSD symptoms increase discrepancy 
in social support scores decreased (indicating higher satisfaction with levels of 
support). These correlations were noted in emotional support from fathers and 
in practical support from siblings. It may be that women had particularly low 
expectations of support from those particular relationships, however there was 
no precedent for this found in the research literature.
When this relationship between social support and PTSD symptoms was 
examined whilst controlling for postnatal depression there was a significant 
relationship, however this was in the opposite direction to that expected -  i.e. 
lower levels of dissatisfaction with support was related to higher PTSD 
symptoms. This may be due to a high level of co-morbidity between PND and 
PTSD, however. Similarly high rates of co-morbidity have also been observed 
in other research. For example, Czarnocka & Slade (2000) found that of 8 
women in their sample with clinically significant PTSD symptoms, 6 (75%) 
also had clinically significant postnatal depression symptoms and White et al.
(2006) found that of 9 the women in their sample who met diagnostic criteria 
for PTSD, 7 (63%) scored above the clinical cut-off on the EPDS. This is a 
similar finding than in this study, where 80% of the women in this sample with 
clinically significant PTSD symptoms also had significant postnatal depression 
symptoms. Other research has found moderate amounts of correlation 
between measures of these two disorders (Lemola et al., 2007; White et al., 
2006), suggesting that the measurement tools used may actually be
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measuring similar symptoms. Further research would be beneficial to 
investigate this possibility.
Another factor that may important when considering this result is the 
sensitivity of the measure of social support. Whilst using the discrepancy 
between ideal and actual levels of support is more thorough than merely 
asking women to rate their levels of support, it is still a self-report and thereby 
subjective measure. It does not, for example, account for women who may 
have low expectations of the support they received. In these instances there 
will be little discrepancy between ideal and actual support. Whilst these 
women may be satisfied with their levels of support inasmuch as it meets their 
expectations, it may not meet their needs. It is in this area that the Significant 
Others Scale potentially may lack sensitivity as a measure. One way of 
addressing this could be to collect more qualitative information from 
participants about their experience of social support. This could potentially 
take the form of written narratives or diary entries. While this is still subjective, 
it is potentially more sensitive to individual differences and expectations. 
Alternatively, women’s amount of social integration could be measured, for 
example by assessing the amount of contact they have with friends, family 
members, peer groups or services, or via attendance at supportive and 
postnatal groups. There is some evidence that social integration may be 
broadly related to psychological wellbeing as well as better physical health 
outcomes (e.g. Cwikel etal., 1988).
Edworthy et al. (2008) also found no link between social support and PTSD 
symptoms in a sample of 108 postnatal women, using the same measures of 
both social support and PTSD symptoms as in this study, however these were 
administered at different time points. Additionally Matthey et al. (1999) also 
found no effect of social support in a sample of postnatal women with a prior 
history of trauma. It may be the case, therefore, that social support in this 
population does not have the direct effect upon PTSD symptoms that has 
been observed in other trauma populations. It is important to note, however, 
that the participants in this study, in common with much of the prior research
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on postnatal PTSD, do not belong to a ‘trauma population' per se, but of a 
population that is at risk of trauma and within which a range of PTSD 
symptoms can be observed.
6.2.2 Hvpothesis 2
Higher levels of dissatisfaction with social support will be associated with more 
negative cognitions: Upheld.
Overall levels of satisfaction with social support and levels of negative 
cognitions were related in the way that was hypothesised. Higher discrepancy 
scores on the social support measure (indicating higher levels of 
dissatisfaction with social support) were related to more negative cognitions. 
Once social support was broken down into the two subtypes of support 
measured by the SOS, however, only emotional support was shown to 
correlate with cognitions. This is perhaps unsurprising, as one might expect 
practical support and emotional support to have different functions, in line with 
the stress buffering hypothesis proposed by Cohen & Wills (1985).
One of the ways in which Cohen & Wills (1985) suggest that social support 
moderates stress is by enabling people to make different appraisals of 
traumatic or stressful events. This may explain the relationship observed here 
between emotional social support and negative cognitions, in other words 
better emotional support may enable people to make different appraisals of 
childbirth and form fewer negative cognitions associated with the event as a 
result. This finding is in-keeping with prior literature on cognitions and trauma 
symptoms in postnatal women (Czarnocka & Slade, 2000; Edworthy et al., 
2008; Wijma etal., 1997).
6.2.3 Hvpothesis 3
There will be a correlation between cognitions and post-traumatic stress 
symptoms: Upheld.
Having established that higher satisfaction with social support is not related to 
lower PTSD symptoms, but that high satisfaction with support is related to
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negative cognitions, the relationship between cognitions and PTSD symptoms 
was investigated.
There was a relationship between cognitions and PTSD symptoms whereby 
higher levels of PTSD symptoms were correlated with more negative 
cognitions. This was also true when PTSD symptoms were broken down into 
the three symptoms clusters, avoidance, intrusion and hyperarousal 
symptoms, and when cognitions were broken down into different types of 
negative cognition. This finding that cognitions are related to symptoms in 
PTSD is consistent with current theoretical understandings of PTSD (see 
Brewin & Holmes, 2003, for a review) and with the evidence base around 
cognitions and trauma in postnatal women specifically (Czarnocka & Slade, 
2000; Edworthy et al., 2008). It is also important to note that more recent 
literature on pregnancy and childbirth has indicated that women undergo 
some cognitive changes during this period (e.g. Oatridge et al., 2002). 
Whether, and to what extent these changes affect women's cognitive 
appraisals is unclear, however, and indeed Jarrett (2010) highlights the 
inconsistency amidst the results of published research in this area, as well as 
methodological flaws with many of the key studies suggesting some degree of 
cognitive decline during pregnancy.
When postnatal depression was controlled for there was no relationship 
between cognitions and PTSD symptoms, however. This may be because of 
the high degree of co-morbidity between PTSD and postnatal depression 
within the sample, which has already been discussed. It is possible, for 
example, that similar cognitions may be important in both stress and 
depression following childbirth, hence the disappearance of a relationship 
once Postnatal Depression is controlled for. Deering et al. (1996) suggest that 
patterns of co-morbidity between PTSD and other disorders such as 
Depression differ according to the type of trauma population and nature of the 
traumatic event. It is not possible, therefore, to extrapolate from the general 
literature on similarities in cognitive appraisal between depression and PTSD 
and, as yet, there is little research in this area within a postnatal population
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with which to compare this finding. Whilst White et al. (2006) do look at co­
morbidity between postnatal depression and PTSD, much of what they report 
is based on estimations of prevalence rather than features and similarities. An 
alternative possible explanation, however, for the degree of overlap with 
postnatal depression noted in this study is that the EPDS may be sensitive to 
some aspects of PTSD as well as depression. Indeed Brouwers et al. (2001) 
found correlations between the EPDS and other measures of anxiety, 
suggesting that the measure is sensitive to at least some aspects of anxiety 
as well as depression.
6.2.4 Hvpothesis 4
PTSD symptom severity may be predicted by levels of cognition and/or by 
levels of satisfaction with social support: Partly Upheld.
This final hypothesis looked at whether cognitions and social support could 
predict levels of PTSD symptoms, and to what extent. This was only partly 
upheld as the original hypothesis could not be adequately tested. This is due 
to the absence of a correlation between social support and PTSD directly, 
which meant that social support could not be included in the predictive model. 
The predictive value of cognitions was tested, however, together with some of 
the other variables that had significant relationships with PTSD, namely parity, 
preparedness, pain, fear and control. A model that included all of these factors 
accounted for almost half (48%) of the variation in PTSD symptoms following 
childbirth. Parity accounted for the largest proportion (21%) within that model. 
This suggests that, whilst cognitions has a relationship with PTSD symptoms, 
and in turn social support has a relationship with cognitions, these factors 
need to be considered in conjunction with other risk factors such as parity.
6.3 Discussion of other results
PTSD symptoms were also investigated in relation to a range of obstetric and 
demographic factors.
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6.3.1 Type of delivery
Levels of symptoms did not differ according to the type of delivery that women 
had undergone, which is at odds with some of the evidence suggesting that 
higher PTSD symptoms are more likely following instrumental or emergency 
caesarean deliveries (e.g. Greedy etal., 2000). In general, prior research that 
has looked at the effects of delivery type have had larger samples than this 
study, for example Greedy et al. (2000) had 499 participants, Rying et al. 
(1998) had A/=326 and Soderquist et al. (2002) had A/=1,500. The smaller 
sample size and unequal numbers in this study may, therefore, decrease the 
likelihood of detecting a difference in this area. Additionally, all three of the 
above studies used different measures of PTSD symptoms or an older version 
of the I ES than this study and Greedy et al. (2000) only administered a 
standardised symptom questionnaire to those women within their sample who 
reported a traumatic birth, whereas data from all of the women in this sample 
was included in the analysis. In addition, their data were collected via a 
telephone interview, which has the limitation of lessened anonymity for 
participants, and also involves questionnaires that were designed and 
standardised as self-report measures being administered verbally by a 
researcher, which raises some validity issues with respect to how the measure 
is being used.
6.3.2 Preparedness
There was a relationship between PTSD symptoms and how prepared women 
felt for childbirth, which again differs from the limited amount of evidence 
available on preparedness and postnatal PTSD. There is some research 
evidence, however, that suggests that preparedness may be connected to 
lower PTSD symptoms in men present during childbirth (Bradley et al., 2008). 
This finding would be consistent with Janoff-Bulman’s (1985) theory of 
shattered assumptions, which states that we all hold pre-existing beliefs and 
assumptions about the world, which can be ‘shattered’ when our experience of 
a traumatic event is greatly at odds with those assumptions and cannot 
therefore be adequately cognitively integrated. Appropriate levels of 
preparation may therefore prevent women’s assumptions about childbirth
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being shattered by an experience that differs greatly from those expectations, 
resulting in lower PTSD symptoms, as observed in this sample.
The finding that attendance at antenatal classes did not significantly impact 
feelings of preparedness in this sample is interesting, and indeed the evidence 
base for the effectiveness of antenatal classes is unclear (Barlow et al., 2008). 
Much research in this area has focused on choice of delivery method and use 
of pain medication as outcomes rather than maternal anxiety and wellbeing. 
For example, a Cochrane review looked at nine antenatal education 
interventions and reported mixed and inconclusive results, and indeed noted 
that no data were reported for levels of anxiety or social support in women 
attending these interventions (Gagnon & Sandall, 2007). This results of this 
research did, however, find a relationship between class attendance and 
discrepancy in social support ratings whereby women who had attended 
classes were more satisfied with their social support than those who had not.
These mixed findings may well be due to the wide variety of classes available 
and the fact that there does not seem to be a consensus about the most 
useful content of these classes. Antenatal education is available to women in 
hospital and community locations and is generally provided either by local 
services or by the National Childbirth Trust (NCT). Whilst classes provided by 
services are free of charge, they may well not be accessible to everyone, for 
example those women who cannot travel to class locations, arrange childcare 
or time off work or for whom English is not a first language may well feel 
unable to access this service in the first place.
Many antenatal classes also focus on preparing women for childbirth rather 
than motherhood. It may be, therefore, that as the participants in this research 
were answering this question about preparedness 4-6 weeks after giving birth, 
they may have been referring to preparedness for motherhood rather than 
childbirth, which could explain why they may have felt unprepared despite 
attendance at classes.
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6.3.3 Parity
PTSD symptoms were also different according to parity, with primiparous 
women having higher symptoms than multiparous women. There is some prior 
evidence (Ryding et al., 1998; Wijma et al., 1997) to suggest that parity is a 
risk factor for the development of PTSD symptoms after birth.
Parity was also found to have the most predictive power in relation to PTSD 
symptoms, accounting for 21% of the variation in PTSD symptoms within a 
regression model. The role of parity as a risk factor has not been clarified or 
tested adequately in much of the prior literature. It is perhaps not surprising, 
however, that women are less likely to develop PTSD symptoms after the birth 
of their second or subsequent children, as one might hypothesise that they 
may have lower levels of anticipatory fear and feel more prepared for birth. 
Also, women who have experienced a traumatic birth may not then go on to 
have subsequent children, as fear of childbirth is one of the potential 
implications of postnatal PTSD. Parity could also be conceptualised as a 
coping strategy rather than a risk factor, with multiparous women feeling more 
prepared for coping with childbirth as a result of their prior experience.
6.3.4 Control and Pain
Feelings of control during labour were related to PTSD symptoms in this 
sample whereby lower feelings of control were related to higher trauma 
symptoms. Prior research has also noted such a relationship (Czarnocka & 
Slade, 2000; Lyons, 1998a).
There was a significant relationship between pain and PTSD symptoms in this 
sample also. The prior research in relation to pain is less consistent, however, 
with some research finding no relationship between pain and PTSD symptoms 
(Lemola etal., 2007; Lyons, 1998a; Soderquist etal., 2002). These studies do 
differ slightly from the research reported here, however. Two of the above 
were not carried out with U.K. or English-speaking populations (Lemola et al., 
2007 and Soderquist et al., 2002), and as a result different measures of PTSD 
symptoms were employed. The Lyons (1998a) study was carried out with a 
U.K. population, however this utilised an older, shorted version of the Impact
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of Event Scale than the revised version used here. This original version 
contained only 15 questions and did not include items relating to hyperarousal 
symptoms.
6.3.5 Fear
Ratings of overall birth experience and of fear were also found to be related to 
PTSD symptoms. These are perhaps unsurprising, however, as overall 
experience will encompass some of the individual factors already discussed, 
and levels of fear are known to be related to PTSD and indeed form part of the 
diagnostic criteria (APA, 2000).
6.4 Overall Comments
In summary, perceived amount of social support does not relate directly with 
PTSD symptoms in this sample of postnatal women, however it does relate to 
negative cognitions, which in turn are related to PTSD symptoms. Cognitions 
were shown to be predictive of 12% of the variation in PTSD symptoms, 
however when combined with obstetric factors such as parity, pain, 
preparedness, control and fear the model accounts for nearly half of the 
variation in trauma symptoms.
These findings could be seen to correspond with the psychosocial model of 
PTSD suggested by Williams & Joseph (1999). This suggests that the 
environmental and social context, including levels of social support, influence 
event related cognitions. These cognitions are then thought to influence 
appraisal mechanisms and thus impact upon emotional states and trauma 
symptoms (see diagram in figure 1, pg. 13). The model builds upon previous 
theoretical explanations of PTSD that focus on importance of event-related 
cognitions and appraisals in potentially changing our beliefs about the safety 
of the world and one's own self-efficacy (e.g. Ehlers & Clark, 2000; Foa & 
Rothbaum, 1998). Williams & Joseph (1999) propose that these appraisals 
need to be understood in relation to other factors. In particular they propose 
that social support has a relationship within their model with both coping 
strategies and event cognitions. These event cognitions are related to 
appraisal mechanisms which then moderate our emotional state. The results
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of this research map onto this model to some extent. Williams and Joseph do 
not, for example, propose a direct relationship between social support and 
emotional state, and indeed this research did not find such a link, where PTSD 
symptoms are the measure of ‘emotional state'. This research did, however, 
find a direct relationship between social support and childbirth related 
cognitions, and similarly a relationship between cognitions and emotional 
state, in-keeping with the model.
There are some practical and methodological limitations to this research, 
however, which may also contribute to the results of the study.
6.5 Limitations of the Study
Perhaps the main limitation of this study is that it is a cross-sectional rather 
than longitudinal in design. Whilst it has been possible to explore relationships 
between the variables and make suggestions about which interventions may 
be useful it has not been possible to explore causality. Further research which 
utilises ante-natal measures as well as measures 6 or 12 months following 
childbirth would provide more information about potential causal factors and 
would enable further exploration of the longer term course of symptoms within 
this population.
It has also been difficult to tease out the differential effects of PTSD and 
postnatal depression within this sample due to the high levels of co-morbidity 
between the two. Controlling for postnatal depression symptoms was shown 
to have an impact on the relationship between PTSD symptoms and 
cognitions and between PTSD symptoms and social support, and indeed 
research has suggested that co-morbidity between PTSD and depression 
leads to greater severity of symptoms than either depression or PTSD alone 
(e.g. Parfitt & Ayers, 2009). This said, 20% of the women in this study with 
clinical levels of PTSD symptoms did not also have high levels of PND 
symptoms, suggesting that there are also some areas of difference.
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The regression model tested accounted for almost half of the variance in 
PTSD symptoms, indicating that there must also be additional factors that 
have not been tested in this model. These may include prior mental health 
difficulties or antenatal levels of anxiety as suggested by some of the 
background literature (e.g. Wijma etal., 1997).
There are also some practical limitations in terms of the number of areas that 
this research can explore. Future research may benefit, therefore, from a 
mixed methods or qualitative design which enables women to provide these 
additional narratives and utilises them to augment and interpret the 
quantitative findings. Qualitative information may, for example, have provided 
additional information that may have been of use in understanding why some 
of the hypotheses were not upheld. It may also have been useful in assessing 
the validity and usefulness of the social support measure.
The study suffers from some methodological limitations relating to the use of 
self report measures, particularly with regard to measurement of a concept 
such as social support. Research employing such survey designs can only 
realistically look at relationships between variables, and a different 
methodological approach would be needed to explore causality, such as 
randomised controlled trials or experimental methods. These approaches 
reduce the effects of confounding factors and are allow for more careful 
control and manipulation of variables, however they may not be as 
ecologically valid as the more pragmatic approach used in this research.
In addition to the issue of research design social support is a difficult concept 
to measure, without agreed parameters for what constitutes good or bad 
support. Joseph et al. (1997) also note the lack of conceptual agreement and 
the wide variety of potential measurement tools as a potential difficulty in 
researching the effects of social support in PTSD.
Whilst these difficulties may limit some of the conclusions that are possible, 
there are still many strengths to this study, not least the attempt made to test 
multiple elements of the psychosocial model of PTSD within a difficult to
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access population. A standardised and thorough examination of social support 
has also been carried out, using a measure that, while not without its 
limitations, also minimises some of the criticisms around interpretation that 
can be levelled at simpler measures of support.
It is possible, therefore to suggest some implications for future clinical practice 
in this area, and to suggest areas for future research.
6.6 Implications for Clinical Practice
Implications for clinical practice are divided into two key areas: raising 
awareness and improving access to interventions.
6.6.1 Raising awareness
The historic difficulties in awareness amongst professionals of the potential for 
postnatal women to develop PTSD symptoms have already been discussed 
and the need for greater awareness within this professional population raised. 
This is particularly important given the degree of co-morbidity or overlap with 
postnatal depression, which potentially increases the danger of misdiagnosis 
or misattribution of the symptoms of PTSD when it does present. Raising 
awareness of the symptoms of PTSD within these frontline professionals 
would therefore be beneficial. Also important would be to raise awareness of 
the risk factors for this population, such as parity and levels of preparedness. 
Professionals should also be aware that attendance at antenatal classes does 
not necessarily mean that women feel adequately prepared for childbirth. 
Indeed, the effectiveness of antenatal classes in preparing women for 
childbirth and reducing anxiety has yet to be systematically researched, and 
this is an area in which the need for more research is recognised (Barlow et 
al., 2008).
Patient information materials may also be of benefit in order to raise 
awareness amongst women of the potential symptoms of PTSD following 
childbirth and where to seek assistance. This is potentially a cost effective way 
of intervening at primary care level. Potential cultural differences in the ability
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to seek out and access help and support should also be considered, and 
indeed this is an area requiring further research attention.
6.6.2 Improving access to appropriate interventions
Improvement is also needed in order to enable professionals and clients to 
quickly access appropriate treatment. Treatment may consist of psychosocial 
interventions to improve social support networks, such as peer support 
groups, or referral for psychological therapy.
The need for access to adequate social support systems, including support 
provided by professionals, has been highlighted in this study, as social 
support has been shown to be related to cognitions in this sample. Greater 
support may be needed by women who have just given birth to their first child 
in particular, and indeed this is one area where antenatal classes did seem to 
make a difference, with women who had attended showing higher levels of 
satisfaction with social support than those who did not. Professionals such as 
midwives may also have a role to play in ensuring that women feel prepared 
for childbirth, and feel in control during labour.
The relationship between cognitions and PTSD symptoms is potentially 
important in terms of thinking about psychological interventions. Cognitive 
Behavioural Therapy (CBT) would seem to be the most appropriate 
therapeutic approach to address this, and indeed has a good evidence base 
for its effectiveness with other trauma populations (NICE, 2005). The 
appropriateness of CBT has also been recognised by other researchers in the 
area of postnatal PTSD (e.g. Denis & Callahan, 2009). Indeed, Ayers et al.
(2007) report positive outcomes in two case studies of CBT with women 
suffering from postnatal PTSD. The potential benefits of CBT could be its 
explicit focus on identifying and appraising cognitions and the potential utility 
of approaches such as the use of imagery and the focus on generating an 
alternative appraisal for the traumatic events (Westbrook et al., 2007). Other 
forms of psychological therapy may also be of benefit, however, particularly 
psychodynamic or systemic approaches that look at the attachment
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relationship between mother and child as well as other wider social 
relationships could potentially also be of benefit, however, like CBT, such 
approaches lack much of an evidence base in this particular population.
Whilst CBT is mentioned in the NICE guidelines for antenatal and postnatal 
mental health, this is only advised for women presenting with moderate to 
severe Depression symptoms or presenting with Anxiety symptoms in the 
antenatal period (NICE, 2007). There is no guidance on the use of CBT with 
women presenting with anxiety or PTSD symptoms following childbirth. 
Similarly, while the guidelines recognise the need to intervene with women 
presenting with subclinical symptoms, the recommendations are to offer 
psychosocial educational groups or interventions designed to increase social 
support.
The NICE guidelines for PTSD (NICE, 2005) suggest that trauma-focused 
CBT should be offered quickly to anyone with PTSD. Whilst this would benefit 
the 4.6% of this sample who meet full diagnostic criteria the remaining 
participants with both clinical and sub-clinical levels of PTSD symptoms may 
not be able to access such interventions. Awareness may also, then, need to 
be raised amongst those offering psychological therapies, particularly in 
primary care mental health services, of the difficulties and potential utility of 
improving negative trauma-related cognitions within this group. Particularly 
lacking, however, is much evidence for the effectiveness of psychological 
interventions for postnatal PTSD. Psychological debriefing following childbirth 
has not been shown to be effective in reducing trauma symptoms (Priest et 
al., 2003; Small et al., 2000), however there is a paucity of evidence 
concerning other types of intervention.
6.7 Recommendations for Further Research
Potential areas that could be addressed in future research have already been 
touched on in the discussion on limitations of the study, in particular the need 
for larger scale studies and more clarity on the effectiveness of antenatal 
classes, however further recommendations will be explored here.
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The link between postnatal depression and PTSD following childbirth has not 
been fully investigated and the results of this and prior research indicate that 
there is significant co-morbidity as well as differences between the two. In 
particular the differences in the relationship with cognitions would be an 
extremely useful area for future research, given the evidence from this study 
on the potential role of cognitions in PTSD symptoms. In addition to this, the 
effects of other mental health difficulties could be investigated further in a 
longitudinal study. There is a relative paucity of evidence on the relationship 
between puerperal psychosis and PTSD following childbirth, for example. 
Also, the evidence on the impact of prior mental health difficulties and PTSD 
in this population has produced mixed results, for example Greedy et al. 
(2000) suggest no link between prior anxiety and postnatal PTSD, however 
Czarnocka & Slade (2000) identified trait anxiety as a potential risk factor. A 
pre- and post- design for measuring both PTSD symptoms and trait anxiety 
may therefore be useful in future research.
There is also a relative paucity of research on mother-child relationships and 
PTSD following childbirth. Although this research has hypothesised that 
attachment is likely to be disrupted as a result of experiencing PTSD 
symptoms, there is little research on the quality of mother child relationships 
within this population, neither is their longitudinal research on the long term 
outcomes for the children of mothers who suffer from PTSD symptoms 
following childbirth.
The attitudes of postnatal women towards social support and help seeking 
have already been identified as a potential area for future research. There is 
some evidence that attitudes towards mental illness can affect people’s 
willingness to seek professional help (e.g. Edwards et al., 2007) and one 
study indicated that parents from low-income families are less likely to seek 
help and support with parenting (Keller & McDade, 2000). Help seeking 
attitudes and behaviours in new mothers may also differ according to culture. 
Park & Dimigen (1994), for example, compared social support systems in
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Scottish and Korean mothers following childbirth. They found that, Scottish 
mothers were happier with the levels of support they received, even though 
they received less support than the Korean mothers. Further research in this 
area would therefore be extremely useful not just in understanding the 
importance that women place upon social support, but also in understanding 
potential barriers to seeking professional help.
Finally, there were some limitations with current standardised measures of 
PTSD in that many of them explore symptoms that may have a different cause 
amongst postnatal women, such as questions about sleep and concentration. 
The validation of a measure of PTSD for postnatal women would be a highly 
valuable area for future research. Indeed a measure that could be used for 
screening much in the same way as the EPDS would have the most utility in 
clinical practice.
7. Conclusions
This research investigated the relationship between PTSD symptoms, 
cognitions and social support in postnatal women approximately 6 weeks after 
childbirth. The time period was selected to be in-keeping with DSM-IV-TR 
diagnostic guidelines (APA, 2000). It found there to be a significant 
relationship between levels of negative cognitions and PTSD symptoms 
whereby higher symptoms were related to more negative cognitions. Higher 
levels of satisfaction with perceived social support were not, however, related 
to lower PTSD symptoms as had been anticipated. This could potentially be 
attributed to the subjective nature of the self report measure employed. The 
research did, however, find there to be a significant relationship between 
perceived social support and negative cognitions whereby lower satisfaction 
with support was associated with more negative cognitions.
The role of a variety of obstetric and demographic factors were also explored, 
and there was found to be a significant difference in PTSD symptoms 
according to parity, with women who had just given birth to their first child
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experiencing higher symptoms than those who had just had their second or 
subsequent child. Lower rated feelings of preparedness were also shown to 
be related to higher PTSD symptoms, however attendance at antenatal 
classes was not, and did not make a difference to feelings of preparedness in 
this sample. Lower feelings of control, higher feelings of fear and higher 
subjective ratings of pain during childbirth were also all related to higher PTSD 
symptoms.
Despite the limitations of this study it points a way to future need for increased 
awareness amongst healthcare professionals working with this population of 
the differences between PTSD and Postnatal Depression, and of the need for 
midwives not to assume that women feel prepared because they have 
attended antenatal classes. The effectiveness of CBT interventions in this 
population should be investigated further, as the findings of this study indicate 
the potential importance of cognitive appraisals in the severity of PTSD 
symptoms and research into interventions in this area is currently scarce. 
Further research would be also desirable on the relationship between PTSD 
following pregnancy and other postnatal mental health difficulties, such as 
Postnatal Depression, and in particular into the differences in cognitive 
appraisal featured in both. Future research would be beneficial to look further 
at the area of preparedness and review the effectiveness of current antenatal 
education. The relationship between social support and cognitions is also 
important and warrants further research attention.
This study found prevalence rates in line with prior estimates at 4.6%, which 
highlights the importance of finding appropriate and accessible interventions 
within this trauma population and of raising awareness amongst midwifes and 
health visitors about the risk factors highlighted in this research (for example 
parity and preparedness) and potential treatment options.
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Appendix One: NHS Research Ethics Committee approval
SU7 Provisional opinion, request for further information 
Version 4.0. April S009 NHS
National Research Ethics Service
28Apdl 2009
Ms Clara O’Brien
Dear Ms O’Brien 
Full title of study:
REC reference number:
The role of social support In moderating Post Traumatic 
Stress following childbirth,
09/H08G3/71
The Research Ethics Committee reviewed the above application at the meeting held on 22 
April 2009. Thank you for attending to discuss the study.
Documents reviewed
The documents reviewed at the meeting were;
Documsnt Version Date
1 Background Duestions
CV for Marie Thompson |
C V for Susan Thorpe
Birth experiences questionnaire
Posttraumatic cognitions index j
Participant Consent Form { 1 20 February 2009
Pailicipant Information Sheet 1 i 20 February 2009
Letter of invitation to participant 1 19 March 2009
Questionnaire: Edinburgh postnata! depression scale
Questionnaire: Significant others scale ~ actual support i
Quesiionnatre: Significant others scale - ideal support i i
Questionnaire: impact of event scale - revised 1
Peer Revie%v
Letter from Sponsor 1 f  6 AfercA 2009
Protocol 2 08 AfanA 2009
Investigator CV Cl/Ay
Clara
O'Brian
APPffCaAOP 1 20 24Afe/cri2009
Letter of indemnity (AON) j
Letter of indemnity (Zurich Municipal) | i
This Research Ethics Committee k  an advisory committee to  London Strategic Health Authority
The (Vafianaf Research Cthks Service (NR£S) represents the NRSS Directorate w ith in
the National Patient Safety Agency and Research £thks Committees in  tng land
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SL7 Provisions! opinion, roques' for further infoiTnation 
Version 4.0; Apni 2003
Provisional opinion
The Committee would be content to give a favourable ethical opinion of the research, subject 
to receiving a complete response to the request for further information set out below.
Authority to consider your response and to confirm the Committee’s final opinion has been 
delegated to the \rice-Chair.
Further Information or clarification required
1, The Committee Members would tike a letter from the lead obstetrician confirming that 
they are happy for this study to take place,
2. The participant information sheet should make it clear that the purpose of the study is 
to attain an academic qualification. The participant information sheet should also 
have a no detriment clause, stating that should they choose not to take part in the 
study or withdraw at any time it will have no effect on their standard of care.
When submitting a response to the Committee, please send revised documentation where 
appropriate underlining or otherwise highlighting the changes you have made and giving 
revised version numbere and dates.
The Committee will confirm the final ethical opinion within a maximurri of 60 days from the 
date of initial receipt of the application, excluding the time taken by you to respond fully to the 
above points. A response should be submitted by no later than 28 August 2009.
Membership of the Committee
The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
09/H0803/7i  Please quote this number on all correspondence
Yours sincerely
Vice Chair
E-mail: '
Enclosures: List o f names and professions o f members who were present at the
meeting and those wfio submitted written comments
Copy to: D r Sue Thorpe
This Researcti E thkî Committee is an advlwry committee to London Strategic Health Authority
The Nations! Research rth k s  Service (NRBS} represents the NP.£S Directorate w ith in
the Nàtionai ra  t ien i Safety Agency and Research £thks Committees in Sngisnd
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Clara O’Brien 
Trainee Clinical Psychologist 
University of Surrey
Vice Chair
19**" August 2009
Dear Professor Hall,
RE: The role of social support in moderating Post Traumatic Stress 
following childbirth. REC reference 09/H0803/71
Please find enclosed the documents relating to your provisional opinion on the 
above application. I have enclosed the following:
1. The amended Participant Information Sheet {version 2.0) including the 
addition of the required information (highlighted).
2. A letter of support trom the project from the Manager of the two wards 
that will be involved in recruiting participants.
Your original request asked for a letter from obstetrics, however when I 
investigated this the two wards that the research proposes involvement with 
are a post-natal ward (i ) where care is midwife led (the Manager
is , Head of Midwifery and professional lead for the ward is
. Senior Midwife) and the birthing suite, which is a
midwife-led birth unit.
We do not propose any involvement with the delivery ward, which would be 
led by Obstetrics. It seemed more appropriate, therefore, if the letter of 
support for the research came from the appropriate professional lead for the 
two wards that will be involved.
Please let me know if you have any queries, or require any additional 
information.
Kind regards,
Clara O'Brien
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Ï8*"Augu^2009
Clara O'Brien
Trainee Clinical Psychotherapist 
University of Surrey
Dear Clara,
Re: PTSD Following Childbirth Research
I am writing to confirm my support of your project, which I think will be extremely valuable for all of us 
working in maternity.
I look forward to meeting you here at on 4" September at 1pm,
Kind regards.
Yours sincerely.
Head of Midwifery
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A/at/ona/ Re^earc/) Efh/cj; 5en//ce
16 September 2009 
Ms Clara O'Brien
Dear Ms O’Brien
Study Title: The role of social support In moderating Post Traumatic
Stress following childbirth.
REC reference number: 09/H0803/71
Protocol number: 2
Thank you for your letter of 19 August 2009, responding to the Committee’s request for 
further information on the above research and submitting revised documentation.
The further information was considered in correspondence by a sub-committee of the REC, 
A list of the sub-committee members is attached.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting 
documentation as revised, subject to the conditions specified below.
Ethical review of research sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see “Conditions of the favourable opinion" below).
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of 
the study.
Management permission or approval rnust be obtained from each host organization ohor to 
the start of the study at the site concerned.
For NHS research sites only, management permission for research (“R&D approval") should 
be obtained frorfi the relevant care organisation(s) in accordance with NHS research 
governance arrangements. Guidance on applying for NHS permission for research is 
available in the integrated Research Application System or at httpyAw/w.rdfomm nhs.uk.
This Research Ethics Committee k  an advisory committee to London Strategic Health Authority
The National Heseanb £thks Service (NRES) represents the NR£S Directorate w ith in
the Navcnal Patient Safety Agency and Rmearth £thks Committees in England
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Where the only involvement of the NHS organisation is as a Participant Identification 
Centre, management permission for research is not required but the R&D office should be 
notified of the study. Guidance should be sought from the R&D office where necessary.
Sponw/3 ane riof required fo no% frie CommAfee of appm va/a riem rioaf organ/aa/^a.
it is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
Background questions
CV for Marie Thompson
CV for Susan Thorpe
Birth experiences questionnaire
Posttraumatic cognitions index
Participant Consent Form 1 20 February 2009
Letter of invitation to participant 1 19 Mardi 2009
Questionnaire; Edinburgh postnatal depression scale
Questionnaire: Significant others scale - actual support
Questionnaire; Significant others scale - Ideal support
Questionnaire; impact of event scale - revised
Peer Review
Letter from Sponsor 18 March 2009
Protocol 2 08 March 2009
Investigator CV CVkr Clara
O’Brian
REC application 2.0 24 March 2009
Letter of indemnity (AON)
Letter of indemnity (Zurich Municipal)
Participant Information Sheet 2.0 11 May 2009
Letter from Head of Midwifery 18 August 2009
Response to Request for Further Information 19 August 2009
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees {July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure. If you wish to make your views 
known please use the feedback form available on the website.
This Rsæardi E th ic  Committee Î» an advisory committee to  London Strategic Health A uthority
The Nationa l Research Ethics Service (NHES) represents the NF.ES O irectorate w ith in
the National Patient Safety Agency anci Research Ethics Committees in  England
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The attached document ’’After ethica! review -  guidance for researchers" ^ ves àelaWed 
guidance on reporting requirements for studies with a favourable opinion, including;
* Notifying substantial amendments
• Adding nev/sites and investigators
* Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, v/hich is updated in the light of 
changes in reporting requirements or procedures;
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
iefëmnoearbubSinrës.hosainhs.uk.
i 09/H0803/71_______    Please quote this number on alt correspondence
Yours sincerely
Chair
Email; r
Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments 
“After ethical review -  guidance for researchers”
Copy to: Dr Sue Thorpe
This Researth Ethi« Committee is an arivlsory coniroittcs to London Strategic Health Authority
The N a tiom i Research Ethks Service (NRES) represenli (he NRES DirectorMc withir,
the NathnaS Patient Safety Agency and Research Ethks Cammiitees in England
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Appendix Two: Trust Research & Development approval
Direct Line: 
Direct fa x :  
Email:
19 January 2010
Ms Clara O Brian 
Trainee Clinical Psychologist 
University of Surrey
Dear Ms O Brian
Project Title: The role of social support In moderating Post Traumatic Stress
following childbirth.
Protocol version #: 2
Protocol date: 08/03/09
REC Reference: 09/H0803/71
RO Reference; 09.0127
Sponsor: University of Surrey
Host site:
Principal Investigator: Ms Clara O’Brien
Notification of host site approval
The research approval process for the above named study has been completed successfully.
The conditions for host site approval are as follows:
• The PI must ensure compliance with protocol and advise the host of any change/s) to the 
protocol. Failure of notification may affect host approval status.
• Under the terms of the Research Governance Framework, the PI Is obliged to report any 
Serious Adverse Events to the Sponsor and the Research Office, In line with the protocol and 
Sponsor requirements. Adverse events must also be reported in accordance with the Trust 
Adverse Incident Reporting Policy & Procedures.
« The PI must ensure appropriate procedures are In place to action urgent safety measures
• The PI must ensure the maintenance of a Trial Master File (TMF)
• The Pi must ensure that ail named staff are compliant with the Data Protection Act, Human 
Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance and legislation 
{where applicable)
• The PI must be compliant with monitoring and auditing by the Research Office
« The Pi must report any cases of suspected research misconduct and fraud to the Research
Office.
• The PI must provide an annual report to the Research Office for all research involving NHS
patients, Trust or ' staff and/or resources. The Pi must notify the Research Office of any
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presentations of such research at scientific or professional meetings, or on the event of papers 
being published and any direct or indirect impacts on patient care.
AH research carried out w i t h i n ' NHS Trust and;
, must be in accordance with the principles set out in the Research Governance Framework 
for Health and Social Care (2005, second edition. Department of Health).
Failure to comply with the above conditions and regulations will result in the suspension of the 
research project.
Please contact the Research Office if you require any further guidancedr information on any 
matter mentioned above. We wish you every success in your research.
Yours sincerely
Ciinicai Research Governance Officer
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Appendix Three: University of Surrey Faculty of Arts & Human 
Sciences ethical approval
Dr Adrian Coyle
Chair: Faculty o f Arts and Hum an Sciences Ethics  
Com m ittee  
University o f Surrey
Clara O’Brien
Clinical Psychology Trainee 
Department of Psychology 
University of Surrey
- UNIVERSITY OF
#  SI
Faculty of
Arts and Human Sciences
Cuildford, Surrey CU2 7XH UK
T:+44{0)«23 6S3445 
F: +44 (0)1483 6S5550
w*vv.surrsy.sc.uk
23 September 2009
Dear Clara
Reference: 364-PSY-09
Title of Project: The role of social support in moderating Post Traumatic Stress 
following childbirth
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
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Faculty of Arts and Human Sciences
Ethics Committee
Ref:
Name of Student: 
Title of Project
Supervisor:
Date of submission:
364-PSY-09 
CLARA O’BRIEN
The role of social support In moderating Post 
Traumatic Stress following childbirth
Dr Sue Thorpe
22"" September 2009
The above Project has received NHS approval and expeditious ethical approval has 
been granted.
Signed: c J n L /a u u -  
DMdrt 
Chair
Dated: .2 3 ''^  S ^ p t  o  «T
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Appendix Four: Questionnaire Measures
IMPACT OFEVENTSCAUE.RE\TSED
Imtmcîîms-: folsm’isg fa a Ifat of dfficaliies pêO|3* mmtihsm have afer sfaessM Ife  Pfamo read
each hem, and 6 a  mëoafa hoar dfatnBÔng each has hem for yon damg the past 7 dqyr zeqaecf
b6eWi@LBawma&wmeyadfahessedwh(6eredty6esedi6GKuKMfa?
No* A  Mode Qnhem Ea-
stal W e 
hk
me- hi* tzeme-
Î Any zemm&rhMq^ hack feehngaa&mdBL 0 i 2 3 4
2 IhadÊnmh&dtaymgaakgi. 0 1 2 3 4
3 O tte tWmgs kept maMog me think ahmrt it 0 1 2 3 4
4 IMtmibWeandaogiy. 0 1 2 3 4
3 ImmiAd kiisgm pelf frt ®s«i t*hes Itho^lst ahW faorwaa 0 1 2 3 4
remfadeiofit
6 I  ahW it mh«s Î  didn't mean to. 0 1 2 3 4
7 I  felt aaifit hadn’t hqipened nr wasn’t real. 0 I 2 3 4
S I stayed away &qmmsâïiâm aient it 0 I 2 3 4
9 Kdknes abont it po#ed We my mind 0 1 2 3 4
10 I and easiy startled. 0 I 2 3 4
I I I  tmd not to fefak ahoirt it 0 1 2 3 4
12 1 was aware 6at I  stffl had a lot of feeîfags abort it, but I  didn’t 0 I 2 3 4
13 My feelfa^ aWrt it were Mrd ef numb. 0 1 2 3 4
14 lfrtW«Q%eIfadmgorWmglikeIwasbrtd*at6rt6mL 0 1 2 3 4
13 Ihadhm tl* Mmgadeep. 0 1 2 3 4
16 I  had waves of rtmmg &eKqp: abort it 0 1 2 3 4
17 I  hied to ranov® it &om wy memoiy. 0 1 2 3 4
18 1 had hotsfcle cmcentmtmg 0 1 2 3 4
19 Essnmdhi of it earned me to have idgqfaal readioss, sacb as 0 1 2 3 4
swostmf, fembk hreathkg, naoaea, or a ponmding heart.
20 1 had dreams about it. 0 1 2
21 I  felt watchful and on guard, 0 1 2
22 I  tried sot to talk about it 0 1 2
3 4
3 4
3 4
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STUDY ID: PmttnmmWc cogniîiom Wax
Posttraumatic cognitions index (PTC!)
This M s vAIdh people may have after a
experknce. In INs qiBsSonrWm we are Interested k  the way that YOU 
though, IN THE LAST MONTH In regard to your tAth emnl
Please read each staWmerd careWy and deckfe how much you have AGREED or 
DISAGREED Wh each statement IN THE PAST m)NTH.
For iMichcf the please dwwy(xrrmswer by choc^ Ëig the mmd)erfmmd%
s c ^  beW which BEST DESCRIBES HOW MUCH YOU AGREE WITH THE 
snTATEMENT md drcBhg tfw mrmher nextto %at statemW. P%p& r%ct In many 
<#awit way^ there memr%;ld or wrer^aitswers to these statanarts. In allcases 
'evaif or "hlrth evenT mter h) tM circumstances of yow delivery.
RaGngs scale:
1 2 3 4 5 6 ?
Totally
Agree
Agree
Very
Much
Agree
S%hdy
Neutral Disagree
Slightly
Disagree
Very
Much
Totally
Disagree
PAST MONTH
1 Myreac*lor% since the hirth event mean that 1 am 
golngcrazy. .......................................
1 2  3 4 5 8 7
2 Sometxxfy else would have storied the events 
homhappenhq
1 2 3 4 5 5 7
3 1 feel like an Ohiect, not aperson 1 2 3 4 5 8 7
4 1 have to he on guard %e whole time 1 2 3 4 5 8 7
5 Nothing good can happen to me anymore 1 2 3 4 5 8 7
6 1 vdll not be at^ to cmtrd my a r ^  and wiH do 
so rro w  WIble
1 2 3 4 5 8 ?
? TT%eventshaM]^rmdtomet3ecau%oftheswtof
personlam
1 2 3 4 5 8 7
8 Thewmklkadm^ierousf^ce 1 2 3 4 5 8 7
9 1 feel like Idont know myself anymore 1 2 3 4 5 8 7
10 If 1 think about the birth event, 1 w0l rrot be abW to 
harxlk It
1 2 3 4 5 8 7
11 Per%)le can't be trusWd 1 2 3 4 5 8 7
12 My Bie has been destrc^d by the event 1 2 3 4 5 8 7
13 SomelxKly else vwuld not have got Into this 
situation
1 2 3 4 5 8 7
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P®st*T8ymabc actions Index
14 leant deal even the s%htest upset 1 2 3 4 5 6 7
15 1 W d e a d h ^ 1 2 3 4 5 6 7
16 People are not what they seem 1 2 3 4 5 6 7
17 leant rely on mysdl 1 2 3 4 5 6 7
18 Them(ssomemM%wmrgvi#measapers(m 1 2 3 4 5 6 7
19 IwKneverbeat^to Wn(Hmdeino0msa^ln 1 2 3 4 5 6 7
20 1 have W be e^pec^iy camW t%cause yw never 
know what cm hai%^ne)d
1 2 3 4 5 6 7
21 My rear^ms dnce die birth event show diat t am 
badatcofWno
1 2 3 4 5 6 7
22 lamlmKkqimle 1 2 3 4 5 6 7
23 Yw can never knowwho #1 harm you 1 2 3 4 5 6 7
24 l%^k(^Wedandset^)artWno^(s 1 2 3 4 5 6 7
25 Ihavenoditum 1 2 3 4 5 6 7
26 There is smiedidig about me diat made the 
events happen
1 2 3 4 5 6 7
27 1 have permarœnbychaxiW for die wwse 1 2 3 4 5 6 7
28 Icmitnayonodiwpeoide 1 2 3 4 5 6 7
29 leant trust that IvMN do the rigtd thing 1 2 3 4 S 6 7
30 lama weak persm 1 2 3 4 5 6 7
31 The evads haiMPenal becaime (ddie way 1 acted 1 2 3 4 5 6 7
32 1 used to be a P^sonWnowIamalways 
mIseraNe
1 2 3 4 5 6 7
33 lcantst<4)badtMngsdomhaMwA%d)me 1 2 3 4 5 6 7
34 1 will not be able to toWate my thoughts about d% 
evenl and 1 wlQ fall apat
1 2 3 4 5 6 7
35 1 w8! mrt be able to omtrol my emodons, and 
somedW W lbk w# Imioen
1 2 3 4 5 6 7
36 Yw never know whw sometNng t«rtble will 
hapt^
1 2 3 4 5 6 7
37 Ishwldbeoverthlsbynow 1 2 3 4 5 6 7
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Edinburgh Postnatal Depression Scale (EPOS)
Name:_____________________________   Address:______________________ _
Your Date of Birth _____________________ _ ______________________ _
Bab/s Date of Birth____________________  Phone:________________________
As you am pregnant or have recenHy had a baby, we woWd Kke to know how you are IW rtg. Please che<* the 
answer 6a t comes ckisest *o ho* you have felt M  TTE PAST 7 DAYS, not just how you feel today.
Her* is an example, already ccrrqileted.
lhaveWlhappy:
*  Yes @U the tune
* Y tarroso fA e& ne This would mean: T have felt happy most of (he (me" during the past week.
»  No not very oAen Meese(%mpkte#*«#MKr<ÿLWfaGo(rthA*$»nNtwy.
e  N o , nOt sas «Si
kthepastTday»:
1Jh*vel)em abk6hi#W se*Ae$m :vs&koft% W L '&TNrig5fwebeemge@R0qn*op(4@ AsmuckastahMÿsooUU e Yes,mMÂofAedm*lhawMAb«eR;6le6cope
a NotqWtesomuchnow ataÊ
a D^mbdynotsomochnow @ Yes. someAnes I haven't been cop6)g as W l as
a Not at all wsW
e No,mortt^thegmBlW%ocp«d(#em& 
2lhaw#kx*edknwW e^#(# mert$oWngs o No.lhaNebewa#*8msm&aseY«f
a As muA as I ever did
*  Rather less rtan I used(0  *7tha*ebew$oWuiMV6rtlha*ehadd#aAy* DeAiMykssthanlusedW
@ Han%«aR o Yes.mostoHhetkne
« Yes, some#**
'&lha*ebbsiMrdnys^wme(msa%eAeR@âgssw^ o Not very oAen
eimng « N o.m tal#
o Yes.mortofAe&ne
a Yes. some of * e  (me '81 haveWtsadormsenAle
@ Not very often o Yes. most of the time
o M3,nM«r e Yes.qw&dAen
o Not very oAm4.lhawebeman)dousorwoRkd#ynogoodnmoo * fk.motaAa#
0 tt). not at aB
o HanBy ever "g I have beer; so unhappy thrt I have been cryhg
o Yes,somi^ iies e Yes. rmst of the tb%
*  Yes. very ohen @ Yes. often
e Oit^ occas«M%r
*5 lhawt WtscKedorpanidrykrnoverygoodreasQn *  No. never
@ Yes.qiAeakA
o Yes.«%n#nes 'tO The ttxxiÿt of harming mysr^  has occurred to me
*  No, not much o Ves,guaec*en
o No, not at an o "
HarÆyever 
o Never
AdbàAWtxKRewewNlby_____________________________Da@e_________________________
%KMEC%JL^Heiden,Jj&,%K!S:gway,fii5eT.o«ÉKa]ArtpoWirtrta^p(ewaKD«w^^P«AirtWOmmsrtonSc%#&Bf%!$AdbaWofPqrt^
%ounx:KLmnet.&LPany,CKMmM.Po«tpirtmDq%MU*Nei^d*Wv±347,No3.j#y#8.Z^
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Appendix Five: Birth Experiences Questionnaire
Birth Experiences Questionnaire
Below are a series of general questions about how you felt about your birth. 
There is some space at the end for any general comments, or for you to add 
anything else that you think we should know. Some of the questions ask you 
to rate aspects of your birth experience. Please circle just one number on the 
scale.
1. How prepared did you feel for the birth?
1 2 3 4 5 6 7
Not at Somewhat Very
all
2. Did you attend ante-natal classes prior to giving birth? Yes/ No
3. How painful did you find the birth?
1 2 3 4 5 6 7
more than As Less than
expected expected expected
4. Was a friend/ family member/ partner/ doula with you during the birth?
Yes/ No
5. What methods of pain relief did you use (please tick all that apply)?
Breathing/ relaxation techniques
water
TENS machine
Pethidine
Epidural
General Anaesthetic
None
Other (please specify)
6. Was your overall birth experience as you had expected it to be?
1 2 3 4 5 6 7
Worse than As Better than
expected expected expected
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7. Was your pregnancy planned? Yes/ No
8. At any point during the birth did you believe that your life was in 
danger? Yes/ No
9. At any point during the birth did you believe that your baby's life was in 
danger? Yes/ No
10. Did you, during the birth, at anytime feel helpless, frightened or 
horrified?
1 2 3 4 5 6 7
Not at A little Very
all
11. How in control did you feel during the birth?
1 2 3 4 5 6 7
Not at Somewhat Completely
all
12. Please tell us anything else that you would like us to know about your 
birth experience:
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Appendix Six: Background Information Questionnaire
Background Questionnaire
Part A: Personal Information
1. Title Mr/ Mrs/ Miss/ Ms/ Dr/ O ther.............
2. Full Name.......................................................................................
3. Date of Birth ______
4. Address ...................................................................................
5. Postcode ..............................................
6. Telephone.....................................................................
7. Marital status............................ ....................................
Part B: Ethnicity
"Please select the ethnic group that most closely applies. Select only one.
1 White English
2 Other White British
3 White Irish
4 Other White Background
5 Mixed: White & Black Caribbean
6 Mixed: White & Black African
7 Mixed: White & Asian
8 Other Mixed Background
9 Indian
10 Pakistani
11 Bangladeshi
12 Chinese
13 Other Asian Background
14 Black Caribbean
15 Black African
16 Other Black Background
17 Arab
18 Gypsy/ Romany/ Traveller
19 Other Ethnic Group
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Part C: Obstetric information
1. Date of delivery _
2. Week of gestation.....
/ /
3. Place of birth Hospital/ home/ other
4. Gender of baby.......................................
5. Multiple delivery? Yes/No If so, how many?
6. Birth order of child 1®V 2"^/ 3"^ +^
7. Previous: miscarriage/ stillbirth/ termination?
8. Type of delivery:
Normal vaginal delivery
Forceps
Ventouse
Planned Caesarean section (CS)
CS during labour - 1 ^  stage
CS during labour -  2"^ stage
Failed Ventouse
Failed instrumental
9. Waterbirth Yes/No
10. Epidural Yes/No
11. General Anaesthetic
12. Induced Yes/No
13. Perineal damage:
Yes/No
Intact
Episiotomy
1®* degree tear
2"^ degree tear
3^  ^degree tear
4^  ^degree tear
14. Perineum sutured? Yes/No
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Appendix Seven: Letter of invitation and PIS and consent forms
U N IV E R S IT Y  O F
LETTER OF INVITATION 
Research on post traumatic stress disorder following childbirth
Dear Patient,
You are being asked to participate in a study that is being conducted by the 
University of Surrey and xxx Hospital.
Before you decide to participate, please read the details below:
Approximately 60,000 women give birth in the UK every year, many of whom 
do not go on to experience psychological distress as a result. There is 
evidence, however, that a small number of women (estimated at 1-2%) can 
experience post traumatic stress following their experience of childbirth. This 
research aims to investigate why some women experience post traumatic 
stress after childbirth and others do not. We will be asking women to complete 
some questionnaires about specific aspects of their birth experience about 6 
weeks after giving birth, whether they have found the birth a traumatic 
experience or not. This is so that we can get a better understanding of the 
experiences of a wide range of women so that we can develop services that 
can be as helpful as possible to women experiencing this kind of traumatic 
stress. More information about the study, as well as contact information for the 
study co-ordinator, can be found on the enclosed ‘participant information 
sheet'.
Thank you for your anticipated participation.
Clara O’Brien
Trainee Clinical Psychologist 
University of Surrey 
c. o ’brien@surrey.ac. uk
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PARTICIPANT INFORMATION SHEET
Post traumatic stress following childbirth
The Research
65,000 women give birth in the U.K. each year and for many childbirth is a 
moving and rewarding experience, however this is not the case for everyone. 
This research aims to better understand the experiences and levels of support 
for women who find childbirth a traumatic and stressful event. The aim of the 
research is to compare these experiences with those of women who do not 
find childbirth traumatic. The results of the study will increase knowledge 
about the psychological factors surrounding childbirth, and will help to develop 
better services to support women during this process. Your participation in this 
study would contribute to this knowledge and benefit women in the future who 
find childbirth a difficult experience. The research involves completing several 
questionnaires, which will be sent to you at home, which ask questions about 
your own experience of childbirth. This research will form part of an academic 
qualification.
Confidentialitv and data protection
Your responses to all questionnaires as part of this study will be anonymised 
and allocated a code for identification. No personal or identifiable details will 
appear in the research report. All personal and research information will be 
stored in a locked filing cabinet or in password protected files that only the 
researcher can access.
In the unlikely event that your responses to the research questions cause us 
significant concern for your well being, or the well being of others, we will need 
to inform your lead Healthcare Professional (GP, Midwife or Health Visitor).
You have the right to withdraw from this research at any point up to 
publication of the results. If you choose to withdraw this will have no affect 
whatsoever on the care that you receive, and you do not need to take any 
further action.
What happens next?
In approximately 6 weeks you will receive in the post 5 research 
questionnaires and a freepost envelope in which to return them. You will need 
to complete and return these questionnaires as soon as possible after 
receiving them. If you lose or misplace your questionnaires you can contact 
me (details below) to be sent a new set.
Contact information
If you find taking part in the study distressing or difficult, please contact your 
GP or contact the lead researcher for advice on accessing support. You can 
also contact me if you have lost or misplaced your questionnaires:
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Clara O’Brien
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
c.o’brien@surrey.ac.uk 
What to do next
If you would like to take part in this study, please sign the attached consent 
form and let me know or ask the ward staff to leave a message for me.
Thank-you for your time and participation.
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CONSENT FORM  
Post traumatic stress following childbirth
Please
Tick
I have read and fully understood the Participant Information Sheet 
relating to this study.
I understand my right to withdraw from this study at any time.
I consent to the researcher accessing my medical records in 
order to obtain basic obstetric, demographic and contact information.
I hereby consent to participate in this research study:
Name
Signature
Date
237
Abstract from Qualitative Research Project
Qualitative Research Project:
Exploring parents’ understanding of 
differences in their children’s personalities
June 2008 
Year One
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Abstract from Qualitative Research Project
Title: Exploring parents’ understandings of differences in their children’s 
personalities
Objectives: This research was carried out jointly by four Trainee Clinical 
Psychologists and aimed to explore parental explanations for sibling 
differences.
Design: Participants were interviewed using a semi-structured approach and 
asked questions about differences between their children, and their 
explanations for these. Interpretative Phenomenological Analysis (IPA) was 
used to analyse the data.
Participants: Four participants were recruited all of whom had at least two 
children aged between 2 - 1 2  years of age. Three of the participants were 
female and one male.
Results: Four higher order themes emerged in terms of explanations that 
participants gave for differences between their children. These were: 
differences in personality, nature vs. nurture explanations, birth order and 
developmental stage. Each of these higher order themes also generated 
subordinate themes, for example nature vs. nurture included subordinate 
themes around genetics and parenting style.
Participants referred to their own experience of being a sibling as well as the 
views of their partner, and were also conscious of popular societal debates 
and believed that there was an expectation that parents should treat all of their 
offspring equally.
Conclusions: Parents from a similar social and ethnic group had a wide 
range of differing explanations for differences between their children. Some of 
these explanations were related to popular societal discourses, such as the 
nature vs. nurture debate, however some explanations were also very 
personal and subjective. Parenting style was identified by participants as the 
most important explanatory factor.
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Research Log
Years One, Two and Three 
September 2007 -  July 2010
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Research Log
Formulating and testing hypotheses and research questions y
Carrying out a structured literature search using information technology 
and literature search tools
y
Critically reviewing relevant literature & evaluating research methods y
Formulating specific research questions y
Writing brief research proposals y
Writing detailed research proposals/ protocols y
Considering issues relating to ethical practice in research, including 
issues of diversity, and structuring plans accordingly
Obtaining approval for a research ethics committee y
Obtaining appropriate supervision for research y
Obtaining appropriate collaboration for research y
Collecting data from research participants
Choosing appropriate design for research questions y
Writing patient information and consent forms y
Devising and administering questionnaires y
Negotiating access to study participants in applied NHS settings y
Setting up a data file y
Conducting a statistical data analysis using SPSS y
Choosing appropriate quantitative data analysis y
Preparing quantitative data for analysis y
Choosing appropriate quantitative data analysis y
Summarizing results in figures and tables y
Conducting semi-structured interviews y
Transcribing and analyzing interview data using qualitative methods y
Choosing appropriate qualitative analyses y
Interpreting results from quantitative and qualitative data analysis y
Presenting research findings in a variety of contexts y
Producing a written report on a research project y
Defending own research decisions and analyses y
Submitting research reports for publication in peer-reviewed journals or 
edited book
y
Applying research findings to clinical practice y
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Appendix One
Atkins, E., Hart, L., O’Brien, C. & Davidson, T. (2010). Service-users and 
carers and placement advisors: Part 2 -  personal reflections on novel 
relationships. Clinical Psychology Forum, 209, 23-27.
Service-users and carers as placement 
advisers: Part 2 -  personal reflections on 
novel relationships
EHie Atkins  ^ Laura Hart, Clara O'Brien Et Terence Davidson
A m r} m id rmn- involvein^nf fo n iiti loas
dcvi'iopi'd /,!) d ii'K rJ  The
fmmüd MMc r  VfA a ii)'? or rMt? twl-
kr.ipu' und vmh puh mel monlhiy (<» a y n t. In  this 
a<tifk Jour o f the tminecr, discuss tiudr expmsmces.
IS morieasing amount or iiter*. 
higiiiighdhg the \niue O f involving
sen’ice-uscrs and carers in all aspects of 
NHS acdviiy (ë.g. Richards & Conltèr, 2007). 
This Ihemtiire tends to focus on the value for 
the service of hearing the views of its clients, 
and the value to service users and carers of 
being included, valued and empowered' 
(.Masterson & Owen, 2006). However there 
seems to he less emphasis on the Icaming 
available to individual professionals who 
have the opgxartunity to work widt service 
users and carers ^  colleagttes, outside of 
therapeutic relationships.
As trainees at the Univcrsi^  of Surrey 
and Salomons we were asked it ' in 1 cd 
in a pilot prqect that souglit to miegrate the 
peTOpiectNes of service ttsefs an r ( into 
lem-ning on placement. Elev i t i \t ar 
traihecs on adult meiital health placements 
within Sussex Partnership NHS Foundation 
Trust were each paired with a service user or 
carer adviser with whom they were to meet 
monthly. Although we all had initial reserva­
tions. being involved in thé pityect was a 
positive learning experience. It provided 
opportunities for us to reflect on our prac­
tice in a different way, and outside of die 
assessed hamcwork of supervision. Our 
advisers also encouraged us to reflect on the 
multiple perspectives which exist: within the 
mental health system. Haring the space and 
time to really engage in such debates was
invaluable. It was being with' rather than 
"doinglor" the person (led et ah, 2007) from 
which we gained the most.
lu this arndt- four trainees reflect on 
their personal experiences over the course 
of the year, highlighting the key themes 
which were pertinent for their relationship 
witli their sertlce-u^ or carer adviser.
C.lara
Tills prtgect was a new experit nte for both 
me and ray service user colleague, and we 
were therefore keen to establish early on 
how we would use the time. Al the outset of 
the project we were told that we tould spend 
our time together in whatran waj fell useful, 
within appropriate boundaries. This iree- 
dom from the constrâuits of an agenda or 
(ask meant that we could spend quite u lot of 
time uegodatihg ^ d  developing our rela­
tionship) and in the process breaking down 
some of the barriers (hat often exist between 
service users and healthcare professionals, 
\ \ \  îhcKloîc fcaliH'd quite quickly that It  
may be mote inn le-tmg and feel more ‘real’ 
U) nut decide how we will use the space in 
advnnce, but go wnth the :floiy' and see, 
where the cônvétSation takes its. This gave us 
time nd f t rein to talk in depth about 
issue tl I i tound it difficult to R'ilect on 
in a eti  ^ ib lis  evaluative (\m h as supctv 
vision), falking explicitly abmit power was 
))articulariy useful for me, and enabled us 
to create a space that really did feel co­
constructed and more genuine as a result. 
Indeed, at the start of our relationsliip I very 
much felt, like the less etnpowercd party. As a 
new trainee, al the beginning of my first year 
of training I felt quite deskilled and disem- 
powercd, particularly in the presence of
Clinical Psychohpy Forum 209 -  May 2010
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souiobotî) îhaî î considried an expe i -\ 
ice i5‘-rr, wllh ronsîdcjably oiorc expi 
of NHS mental health services than I had. 
M) to lk ague ua- surpiiscd hy ihis, and our 
exchanges were an itnportanl part of my 
journcv ul self-dtscoven; whereby I was able 
to reflet t on the unique pmpetlies dial Î can 
bring to niy clinical im rL  Indeed, I  feel tliat 
baring tltis oppom m it}' has gicaily 
enhanced nu development, and is an inno­
vative and genuinely \ a!uabh way o f  ini'olv- 
ing sc n ttt users directly in clinical 
psicholog) training in a manner Which is 
lU'ithcj paii'unismg nor tokcni-'tic.
Participation in the project has taught 
me nor just to question inv own assumptions 
about undcflring power ch nantit s but aKo to 
attend to whatever asstmipttoux the service 
user may also bring. I have also haiim d the 
importance of recognisitig shand  c \peitise, 
and o f c xploring auv idea-, foi solutions that 
the service user may h.ivc theniselv-es.
M) own clinical prat the has changed as a 
result. For example, 1 w ill now always take 
time ttpon first meeting ice users to 
explore their expectation of me as a profes­
sional, and tlie ir best hi pc in  m r meeting, 
This enables any prior cxjicc tanons, lealisttc 
or otherwise, to be aired and abo paves the 
way for a more collaborative wot king part- 
ncrship, giving the service user re>;)onsiblli[y 
for deciding what a good otitt ome is and 
what they expect me to offer them.
Laura
It has been a rare occasion in my life when I  
have walked into an interpersonal interaction 
having absolutely no idea of what my role 
might be or what expectations exist regard­
ing my contribution to the process. Hdwevei; 
this is the situation that I found myself in 
when I arrived for' my first meeting with my 
seirice-user adviser. I could understand what 
regular meetings with a service-usei adviser 
might bring to my personal and p’oftssion.il 
development, but I  struggled to identify what 
my adviser would be able to gain from meet­
ing with me. I felt uheomfonable vvith the 
possibility that I would be the only party to 
take something valuable from our sessions. 
Whilst we had been advised by the project
developetx to tg  to relinquish onr ^service- 
user' and 'trainee clinical psychologist- iden- 
(ities for the purposes of these meetings. I 
wondered how feasible it was to leave such a 
cenlral part of myself outride of the room. It 
was. after ;dl, the reason I was thcic.
The guidance that we had leccbed Indi­
cated that we slioiikl allow a space to naturally 
develop b;w d upon w halfclt comfortable for 
both adviser and trainee. OK, butwhatwere 
we supposed to be doing? The frenetic pace 
and time | lessures during the first year of 
training an- not entirely conducive to activi­
ties that involve being .still and wailing for a 
space to develop I found It difficult at this 
point in mv tiam uig to relax enough even to 
tal c a lunch break, let alone allow myself to 
spend an hour sitting in a room with rny 
adviser w itli no definable goal or purpose, I 
think, that my adviser was primarilv responsi­
ble for leading the negotiation of soks lud 
the use of our -.pace in the carh uuttmjjS 
whilst I  tagged along behind in i slightly 
bewildered fashion.
However, ovei time. I camt to Uuh value 
the w ay in which these meetings foiled me 
to 'stop', uid they beiainc a raie oppoitu- 
nity for some really useful teller non tnuc. 
My adviser and I shared an inieiest in theol­
ogy and philosophy, and her greatc! tbeoiet- 
Ical knowledge in  these areas facilitait d 
some inspiring discussions. Î found rnvself 
thinking in new and creative wavs about rny 
interactions with clients, not neressanh as a 
'trainee’ or a 'c lin idan ', but as a fellow 
human being vrith my own history, strengths, 
ilaw%, emotions and personality. My adviser 
commented on the change in me over the 
course o f our meetings, fiom "Surrey 
trainee’ to Laura the trainee". I  started to 
find my identity as a therapi.st, and Î believe 
that inyolvemcnt in this project was centra! 
to (his.
Terrence
My experience o f the placement advisét 
scheme closely mirrored and complemenied 
my concurrent experiences o f clinical train­
ing. Unavoidable breaches, breaks and end­
ings in the relationship with my adviser 
threw the importance of maintaining bound­
C U nkiil Psychology Forurn 2 0 9 - M ay 2010
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aries into sharp focus. As each piece of ther- 
apeudc work Airther highlighted the povmr 
of meeting with another person in a pro- 
tected and managed space, so each meeting 
with rny achjsei reinforced the idea that this 
is not exclusive to therapist and client 
encoujtters. Relational dynarnics are fos­
tered equally well between two colleagues in 
such a ‘frame’.
Uncertainty was inevitable for all the 
people who participated in the scheme, but 
through transparent discussion i t  was possh 
Me to establish a sense o f safety w idiin each 
encounter. This was eObftful and not mam- 
taihed consistently, but togeütéf attending to 
feelings o f umdety which a rc^  usefully 
informed how to progress further It  was lib- 
eratingfor this naming of ddfict It feelings to 
be truly cpiiabqratne It ilhmu sated a little 
of the everyday dynamics wc experience but 
lack the opportunity to reOect upon. This 
shifted the experience away from a thera­
peutic encounter and positioned it more in 
thf «ultiue o f ‘peer supervision’.
I feel that it was our shared negotiation of 
where the boundaries lay which facilitated 
the remarkable exchange o f knowledge an d 
experience which took place. Whilst this 
clearly would not have been possible in a typ­
ical therapeutic or supervisory relationship, 
it would also have been blocked by an 
uncontained interaction in which either 
party felt at risk of being exposed. Overall 
the way in which my adviser and I managed 
our meetings consolidated for me the impor­
tance of providing a safe and clearly demar­
cated space in which to explore the 
experiences of those who come to us seeking 
help.
Meeting with my adviser taught me that 
professional structures and processes can 
inadvertently limit the extent to which we 
draw OH the knowledge and skills of people 
from outside our profession. By working col­
labora tively and effectively with service user 
colleagues, appropriate boundaries need not 
always be serious or impessonal. Additionally I 
became aware that clinical psychologists are 
well placed to facilitate the involvement of 
service users in all aspects of service delivery. 
As I go forward in my training I  hope to draw
on these perspectives to ensure that we 
d river services which meet tlie needs o f serv­
ices users appropriately and successfully,
ElKe
Tficrc aré à number of issues which I  b e li^  
were key to my positive experiences and 
learning in this prqjecL In  this section I  will 
reflect on two of these: the boundaries in the 
relationship and the value o f haying a non- 
asse^d space.
■At the start o f the project it  appeared un­
clear as to where the boundaries lay. As we 
were introduced to the project there was also 
a sensé that the tutors leading tlie project 
wi rc rk( unsure about how boundaries 
might be negotiated and maintained as the 
felduonsbip developed. This was evidenced 
by the amount of time given to exploring 
how we as trainees would cope should our 
adviser become unwell or express anytiiing 
which caused us concern. These conversa- 
tions seemed to set up the expectation that 
the adviser-trainee relationship would exist 
in a similar way to the client-psychologlst 
relationship, with the need to be constantly 
vigilant and make use ofsupcryision to help 
manage the intemctibh.
In reality the relationship developed 
between my allocated service user adviser 
and T was markedly different. Once we began 
to meet we were able to develop a collegiate 
form of relating and îeamîng from each 
other which was based on mutual respect. 
The adviser I  was privileged to work with 
brought with her a lifetime of experience 
and the added perspective of her contact 
with (Dêntai health services. In return Twas 
able to share my developing psychological 
understanding and experience as a mental 
health team member.
Togcther we negotiated boundaries which 
allowed us to share ideas, knowledge, experi­
ences, joyx and sadness in a reciprocal manner. 
For example 1 was able to bring to our meet- 
ings my progress reports written by my super­
visors, something which would clearly be 
inappropriate in a dierapeutic relationship. 
This process of working together as col­
C iinka l Psychology Forum 209— May 2010
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E U k  A tk in s , L a u ra  J la r t ,  C la ra  O ’J h im  &  Ih m c e D a v id s o n
leagues oicuned \e i\ natuially and did not 
reflect auv of the inUial anxieties about the 
prop c I atouiid how the iLlationship should 
work IVihaps tins puxess was smooth and 
stresvti ee pt enst h because we both came to 
the project with very few preconceptions 
about how we should -work together. I 
brought witli rae a desire to learn from the 
adviser and an openness to hear her views. 
This seemed to be matched with my adviser 
who said at the inst meeting that she did not 
want to be icfcrrcci to as my 'adviser' because 
she hoped we could work collaboradvely and 
learn from (and 'advise') each other.
The Wwf jÿkice mud Zhé
As a trainee on placement it feels like there 
is ho time at which yourwork is not being 
observed and your abilities scrutinised. Hav­
ing not been supervised in a psychological 
roie before I  struggled with the dichotomy of 
supervisor as both supporter and assessor. 
For this reason I found my monthly meetings 
with my adviser to be invaluable. More than 
anything else thev p:c id fd  me with the 
opportunity to be pn  te s nal and have con- 
ytfsadbns around il e v v k I was doing, but 
without the added pirss r< of being moni­
tored and reported on,
: Masterson and Owen (2Ô06) aqgue that
such relationships can generate power in  
individuals which can contribute to die facil- 
itation o f knowledge, sldlls and self-esteem. 
This was definitely true in ou r relationship. 
Seeking and being offered ^  independent 
view on my work on placement was an 
invaluable part o f my learning and allowed 
me to talk tlirough areas where I  was strug­
gling. In  return, I  was privileged to hear 
about die adviser's personal experience o f 
contact widi mental health services and how 
this had impacted on other areas o f her life. 
Beyond this we were able to consider 
tpgetbcr some o f thé wider i^ c s  around 
psychological intervention. To have these 
conversations was an opportunity for me to 
test out ideas and check out how someone 
with a different perspective might vietv them. 
This was a liberating experience and pro­
vided me with the opportunity to be reflec­
tive about my practice in a much freer way 
that I  was feeling able: to do on placemenL
bn 1 hé imrmttg 
My practice as a clinical psychologist will 
undoubtedly be different as a result of 
involvement in this project Firstly, I  now feel 
more able to own and express my desire to 
ensure the service-users' voice is heard in  all 
fora and feel 1 can draw on relevant experi­
ence to justify this. Additionally my adviser 
helped me to reflect on the ways mental 
health services and psychological interven­
tions are received and understood by service 
users and carers, providing much food for 
thought around how we continue to treat 
adults with mental health difficulties. Finally 
my adviser's searing honesty and insightful 
reflections le ft me feeling very humble and 
reminded me that essays, case reports and 
clinical practice are but one way of learning, 
and those ac tivities alone do no t always result 
in true wisdom!
Summary and conclusions 
Upon collating our reflection  for this article 
we have become aware of the similarity in  
the themes emerging from  b ur diherent 
adviser-trainee relationships. We noticed 
that key themes were:
* l co-constructing a unique space;
N  negotiating our roles and identities 
widiin tills novel relationship;
H opportunities to reflect free from 
evaluative constraints.
Participation in the service user and carer 
adviser project has been a major influence 
on our development us trainee clinical psy­
chologists. This impact may have been due 
to the way meetings differed from our other 
aciivides on placemenL Wé were provided 
tvith tlie rare opportunity to work alongside 
a service user or carer as a colleague and 
were able to learn direcdy from  their experi­
ences. TTtis is something that we w ill con­
tinué to value as the project ends and as we 
continue to develop as trainees.
W liik t significant for each o f us, invohe- 
m entin this project was just one small part of 
our journey towards becoming clinical psy­
chologists. However this project sliifted the
2 6 ClinkalPsychology Forum 209-M a y  2010
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normal service usenprofessional rdatiomhip, 
and enabled us tq create a unique space 
wliere different learning pœsible) Instead 
ofemphasisingdiËkrencéi dieserelatiomhips 
highiiglited die similarities between people 
occupying different: roles in mental betdtb 
services. Tliis pm)ect:aimëd W reduce barriers 
between two equally valuable groups. It  was 
one nuxlest step towards the "promotion of ... 
disroiuseW of mental tO healtli" tluit "chal­
lenge the disempowéring stigma o f mental ill­
ness and the dependence upon external 
"experts' (Masterson gc Oiy-cn, 2006. p .3 II.
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